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VACUUM 


s For vacuum or non-vacuum 
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plastic needle in solution bottle 
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s ‘Flo-Pack’ units are easy to 
store...require no refrigeration 
a Sterile powder retains 
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Twenty-Seventh Annual Convention 
American Association of 


Nurse Anesthetists 


August 28-September 1, 1960 
San Francisco, California 
Hotel Headquarters — Sheraton-Palace 


PROGRAM 


Sunday, August 28 
8:00 A.m.-5:00 Registration 
A.A.N.A. Registration — Reetitock Room and California | 
Room, 2nd floor 
Sheraton-Palace Hotel 


9:00 a.M.-9:00 Registration 
A.H.A. Registration — A.H.A. Headquarters 


Jack Tar Hotel 


8:00 A.M. Assembly of Directors of Schools of Anesthesia* 
Comstock Room, Sheraton-Palace Hotel 
Clarene A, Carmichael, B:S. 
Educational Director, A.A.N.A. 
Presiding Officer 


Greetings 
Olive L. Berger, C.R.N.A 
President, A.A.N.A. 


8:00 A.m.-12:00 Noon Round Table Discussions 
Cameron W. Meredith, Ph.D. 
Educational Advisor, A.A.N.A, 
and 
Clarene A, Carmichael, C.R.N.A., B.S. 
Educational Director, A.A.N.A., 
Discussion Consultants 


2:00 p.M.-4:00 P.M. Panel Discussion 
Comstock Room, Sheraton-Palace Hotel 
4:00 p.m.-5:00 P.M. Question Box and Distribution of New Material 


LAY OF SCHOOL EAHIBITS 
Comstock Room, Sheraton-Palace Hotel 
COUNCIL SESSION ** 


(See also Assembly Program) 


9:00 a.M.-12:00 Noon Workshop for Program Planners 
“California Room, Sheraton-Palace Hotel 
Florence A, McQuillen, C.R.N.A. 
Presiding Officer 


2:00 p.m.-5:00 P.M. Problems of State and National Associations © 


* Although this program is of specific interest to Directors 
of Schools of Anesthesia, ALL members are invited to 
attend these sessions, 

** Although this program is of specific interest to national 
and state officers, ALI. members are invited to attend 

these sessions. ae 
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8:00 a.m.-5:00 P.M. 


9:00 A.M. 


9:15 A.M. 


10:15 A.M. 


11:00 A.M. 


2:00 P.M. 


3:00 P.M. 


7:00 P.M. 


J. Am. A. Nurse Anesthetists 


Monday, August 29 


Registration 
A.H.A. Registration, Civic 
A.A.N.A. Registration — A.A. N. A. Booth E-10 
Civic Auditorium 


Official Opening 
General Session 
Larkin Hall, Civic Auditorium 
Olive L. Berger, C.R.N.A. 
President, A.A.N.A.. 
Presiding Officer 


Invocation 
Josephine Bunch, C. R.N.A, 
Past President, A. A.N.A. 


Address of Welcome from A.H.A. 


Address of Welcome 
Olive L. Berger, C.R.N.A. 
President, A.A.N.A. 


Clara McCoig, C.R.N.A. 
Past-president, Nevada Association of 
Nurse Anesthetists 
Presiding Officer 


Anesthesia for Heart Surgery 
Kenneth K. Keown, M.D. 
Professor of Anesthesiology 3 
Missouri University School of Medicine — 
Columbia, Missouri 


Anesthesia for Thoracic Surgery 
E. George Beer, 
Chief, Anesthesiology Section 
V.A. Hospital, Oakland, California 


Maxillofacial Surgery and Hypnosis in the a a Room 
Dan N. Steffanoff, M.D., D.M.D. 
Portland, Oregon 


General Session | 
Larkin Hall, Civic Auditorium 


Presiding Officer 


Pediatric Anesthesia 
M. Digby Leigh, M.D. 
Director, Division of Anesthesia 
Children’s Hospital 
Los Angeles, California 


Use of Heart Lung Machine in Cardiac Surgery 
Mary A. Costello, C.R.N.A 
Director, School of Anesthesia 
Cincinnati General Hospital 
Cincinnati, Ohio 


State Night Dinner 
Rose-Concert Room, Hotel 
Vera Scott, C.R.N. A. 
Chairman, Convention Committee ané President, 
California Association of Nurse Anesthetists 
Presiding Officer | 
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which are mounted 
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Tuesday, August 30 


9:00 A.M. Business Session — | 
Larkin Hall, Civic Auditorium 
Olive L. Berger, C.R.N.A. 
President, A.A.N.A. 

Presiding Officer 
Call to Order 
Appointment of Tellers 
Roll Call 
Report of Approval of Minutes Committee 
Reports of Officers 
Reports of Standing Committees 


11:00 A.M.-1:00 P.M. Election of Officers 


2:00 P.M. Business Session . 
Larkin Hall, Civic Auditorium 


Olive L. Berger, C.R.N.A. 
President, A.A.N.A. 
Presiding Officer 


Reports of Standing Committees 
Reports of Special Committees 
Unfinished Business 

New Business © 


Wednesday, August 31 


‘General Session 


9:45 A.M. Larkin Hall, Civic Auditorium 


Presiding Officer 


An Approach to the Evaluation of New Drugs 
Carl W. Fisher, M.D 
Chief Anesthetist | 
East Bay Kaiser Foundation Hospitals 
Walnut Creek, California 


Fluothane and Common Sense 
Richard J. Ward 
Major, USAF, MC 
Chief, Surgical Research Laboratory 
USAF Hospital, Lackland AFB, Texas 


10:45 A.M. 


2:00 P.M. General Session 
Larkin Hall, Civic Auditorium 
Clesta Steffe, C.R.N.A., | 
Vice-president, California Association of 
Nurse Anesthetists | 
Presiding Officer | | 


Anesthesia Management of Accident Cases 
E. Trier Morch, M.D. 
Anesthesiologist 
Chicago, Illinois 


3:00 P.M. Chemistry Made Easy 
John Adriani, M.D, 
Director, Department of Anesthesia 
Charity Hospital 
New Orleans, Louisiana 
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Bangkok, too, knows Pentothal 


In this splendid, colorful city, the people have a warmth and friendliness 
and a quiet love of life that they communicate to all visitors. And if you 
happen to visit their many fine hospitals, you’ll find Pentothal in daily use. 
Doctors here like its many advantages. Among them: freedom from fire 
and explosion hazards, versatility of use and a rapid, smooth recovery. 


Good reasons, too, for your continued trust. We have new Pentothal litera- 


ture available on your request. 


PENTOTHAL SODIUM 


ABBOTT i (Thiopental Sodium, Abbott) 


the intravenous anesthetic used in more 
than 75 countries of the world 008267 
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7:00 P.M. 


9:00 A.M. 


10:00 A.M. 


11:00 A.M. 


12:00 Noon 
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Wednesday, August 31 


Banquet | 
Rose-Concert Room, Sheraton-Palace Hotel 
Olive L. Berger, C.R.N.A. 

President, A.A.N.A. 
Presiding Officer 


Thursday, September 1 


General Session 
Larkin Hall, Civic Auditorium 
Dorothy Battles, C.R.N.A. 
President, Idaho Association of Nurse Anesthetists 
Presiding Officer 


Understanding Ourselves 
Raymond N. Lowe, Ed.D. 
University of Oregon 
Eugene, Oregon 


Toward Self-fulfillment 
Cameron W. Meredith, Ph.D. 
Educational Advisor, A.A.N.A. 


The Law and the C.R.N.A. 
Emanuel Hayt, LLB 
Counsel A.A.N.A. 

New York, New York 


Unfinished Business and Adjournment 


Call to the Convention 


As provided for in the Bylaws of this Association, and at the 
direction of Miss Olive L. Berger, President, we hereby issue this 
official call to the members for the annual meeting to be held in 
San Francisco, August 29 - September 1, 1960. The annual business 
session will be held on Tuesday, August 30, in the San Francisco 
Civic Auditorium. 


Accomplished at the Executive Offices, Prudential Plaza, 
Chicago 1, Illinois, this first day of July, 1960. 


Executive Director 
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“The intermittent positive pressure valve 
is one of the most significant advances 
in recent years in the treatment of 
chronic bronchitis. Designed to apply a 
controlled pressure in inspiration to the 
inspired gas, to cycle at the patient's will, 
and toapply aerosolized medications, itis 
a major triumph of medical engineering,’ 


—Farber, S. M.; Wilson, R.H. L.; and Smith, 
J. D.: California M. 84:101 (Feb.) 1956. 


| YOU CAN RELY ON OXYGEN U.S.P. BY 


Linde Company, Division of Union Carbide Corporation, 
30 East 42nd Street, New York 17, N. Y. 


3 Vhe terms “Linde” and “Union Carbide” are 
registered trade-marks of Union Carbide Corporation 
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time-saver. And, where the dosage 


is critical, it can be a life-saver. 
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The Mechanism and Effects of Problems 
due to Carbon Dioxide during 
| Anesthesia 


Robert L. Knox, M.D.* 
Memphis, Tennessee 


The fact that complications may 
arise during anesthesia as a result of 
carbon dioxide has been known for 
many years. As more is known about 
the effects of carbon dioxide during 
anesthesia it is realized that many 
complications which were previously 
unexplainable are due directly or in- 
directly to carbon dioxide. The- pur- 
pose of this paper is to present some 
of the new thoughts upon this subject 
and to bring other and older thoughts 
up to date. 


PHYSIOLOGICAL MECHANISMS OF 
CARBON DIOXIDE IN THE Bopy 


Carbon dioxide is a waste product 
of the body which has been measured 
in both conscious and anesthetized 
patients and found to vary from 185 
to 425 cc. per minute.! The control 
of the carbon dioxide concentration 
is a complicated business in the 
healthy individual and becomes even 
more complex during anesthesia. - 


The retention of carbon dioxide in 
the blood plus a decrease in pH below 


7.35-7.45 is called respiratory aci- 


‘dosis. The pH of the blood is main- 


* Associate Anesthesiologist, Methodist Hos- 
pital, Memphis. 

Presented at the annual meeting, Mid-South 
Assembly of Nurse Anesthetists; Memphis, Feb- 
ruary 12, 1960. 


tained within normal limits chiefly by 
the buffer system in the plasma, 
mainly carbonic acid and sodium bi- 


_carbonate, and by the excretion of 


carbon dioxide in the lungs. Thus, 
the body can quickly respond to 
changes in pH by the elimination of 
carbon dioxide into alveolar air. Any 
process that interferes with, or alters 
respiration, will interfere with the 
elimination of carbon dioxide and 


possibly lead to respiratory acidosis.” 


Carbon dioxide is of importance in 


the control of both circulation and 


respiration and its tension is normally 
maintained within very narrow limits. 


The individual response to inhala- 
tion of carbon dioxide shows marked 
variations and these variations are 
most pronounced when high concen- 
trations are inhaled. Low concentra- 
tions are manifested chiefly upon the 
medullary center with higher concen- 
trations acting also upon the chemo- 
receptors. Even higher concentrations 
have a narcotic action with depres- 
sion of the respiratory center. 


Carbon dioxide is rapidly elimi- 
nated from the body following in- 
halations of high concentrations for 
2 to 10 minutes but rapid elimination 


usually does not occur if the blood. 


carbon dioxide has been elevated for 
hours rather than a few minutes.* 


5 
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SPECIFIC EFFECTS UPON THE Bopy 


1. The respiratory center and 
respiration. Low concentrations of 
carbon dioxide increase the depth of 
respiration only, but higher concen- 
trations increase both the rate and 
depth. As little as 2% carbon dioxide 
in the inspired air will stimulate res- 
piration, and this is despite the fact 
that the alveolar air normally con- 
tains 5.2%. The breathing of low 
concentrations of carbon dioxide in 
the inspired air interferes with its ex- 
cretion. The result is a rise in the 
partial pressure of carbon dioxide in 


the alveoli air plus an increase in the 


concentration of carbonic acid in the 
arterial blood.* 


2. Circulation. Direct stimula- 
tion of the cardiovascular medullary 
center results in increased cardiac 
rate and force of contraction. The 
vascular beds innervated by the sym- 
pathetic nerves are constricted, re- 
sulting in increased peripheral resist- 
ance. Carbon dioxide also has a local 
action upon blood vessels, resulting 
in dilation with oozing at the oper- 
ative site. Generally, the cardiovas- 
cular center effects predominate, with 
the systolic pressure increasing more 
than the diastolic. An increase in 
carbon dioxide tension in venous 
blood returning to the heart enhances 
the extensibility of the cardiac mus- 
cles during diastole and therefore in- 
creases the cardiac output. With con- 
tinued increase in carbon dioxide, a 
depressant effect on the heart occurs, 
resulting in a decrease in blood pres- 
sure and possible shock. 


3. Heart. The conduction tissues 
are particularly sensitive to in- 
creased carbon dioxide tension as the 
A-V conduction is markedly depress- 
_ ed by a reduction in the blood pH. 
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Complete heart block occurs at about 
a pH of 7. A less pronounced increase 
in carbon dioxide tension causes slow- 


ing of the heart due to a reduction 


in activity of the S-A node as well 
as an increase in tone of the cardio- 
inhibitory center. The continued ex- 
posure of the heart to high carbon 
dioxide tension results in a weakening 
of the cardiac muscles plus the de- 
velopment of irregular rhythm. These 
arrhythmias consist chiefly of ven- 
tricular extrasystoles, bigeminal 
rhythm and ventricular tachycardia 
with possible cardiac arrest. The re- 
duction of alveolar carbon dioxide 
tension towards normal results in dis- 
appearance of these arrhythmias.° 


A decrease in pH produces an es- 
cape of potassium from the cells of 
the body but the cardiac cells tend 
to accumulate potassium. This results 
in increased sensitivity of the heart 
to vagal stimulation. Fatal cardiac 
reflexes may result due to tracheal 
suction, hilar manipulation or ex- 
tubation.® | 

4. Liver. No account of studies 


made in man could be found. One 


study performed upon dogs’ showed 
that under anesthesia with no hy- 


poxia present, moderate increase in 


blood levels of carbon dioxide im- 
paired liver function as measured by 
PSP test. 

5. Adrenal. Increases in carbon. 
dioxide concentrations cause an in- 


crease in adrenal secretions which ap- 


pear to be directly related to the con- 
centration of carbon dioxide inhaled.® 


6. Postoperative effects. As 
stated previously, low concentrations 
of carbon dioxide have a stimulating - 


effect upon respiration, but with an 


increase in concentration, particularly 
over a period of several hours, a nar- 
cotic effect occurs. By the end of the 
operation the center may be so dam- 


August, 1960 


aged that it will not respond to nor- | 


mal respiratory stimulation. Several 
hours may elapse before the center 
will again be-able to take over.® 


Cyclopropane shock is a name 
which has been applied to a condition 
found in postoperative patients who 
exhibit the picture of hypotension, 
they appear pale and listless, and 
may show shallow respirations and 


even unconsciousness. The pulse is — 


usually increased but within normal 
range but sometime may be greatly 
elevated in rate. Ventricular fibrilla- 
tion may also result if a rapid fall in 
carbon dioxide due to hyperventila- 
tion occurs. Cyclopropane shock is a 
misnomer, as this condition is due to 
hypercarbia instead of cyclopropane. 


Patients whose carbon dioxide ten- 
sions are maintained near normal 
levels recover from anesthesia much 
more quickly than patients with ele- 
vated carbon dioxide tensions.* 


7. Cerebral circulation. Marked 
increase in cerebral blood flows re- 
sults from accumulation of carbon 
dioxide in the blood. Changes are 


brought about which are independent — 


of alterations in the general blood 
pressure, and the cerebral flow may 
be increased by 40 per cent. This in- 
creased blood flow results in a swell- 


ing of the brain and increased intra- — 


cranial tensions.°® 


EXPLANATION OF MECHANISMS 
OF HYPERCARBIA 


The mechanisms of hypercarbia 


under anesthesia are many but the 


three main groups will be considered 
here: 1. Local effects in the lung due 
to disease or hypoventilation. Abnor- 
mal position upon the table also falls 
into this category; 2. Central and lo- 
cal effects of anesthetic drugs and 
muscle relaxants; and, 3. Mechanical 
- causes due to incomplete absorption 
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of carbon dioxide, improperly func- 
tioning nonrebreathing valves, and 


external dead space. 


1. Local effects in the on 
Hypoventilation is the basic mechan- 
ism for the accumulation of carbon 
dioxide and thus will be covered in 
more detail. 


Normal ventilation results from 
the mechanical mixing of inspired air 
with the air already present in the 
lung and then by the slower process 
of diffusion into the blood stream. 
During expiration the air which has 
been in the distended alveoli over- 
flows into the bronchioles and bron- 
chi. At the next inspiration, this air 
is swept back into the air sacs and 
its place is taken by fresh air. This 
latter air, as compared with the al- 
veolar air, has increased oxygen ten- 
sion and a lowered carbon dioxide 
tension. Oxygen then diffuses from 
the inspired air to the alveolar air 
and carbon dioxide diffuses in a re- 
verse manner. 


The anatomical dead space consists 
of the passage from the nostrils to 
and including the terminal bronchi- 
oles. The capacity of the dead space 
is approximately 150 cc. During or- 
dinary inspiration (500 cc.) a portion 
is used to fill the dead space and the 
air in the previous dead space is 
drawn into the alveoli together with 
the remaining 350 cc. of inspired air. 
This 350 cc. is added to a large vol- 


-ume of air (2000 cc.) which remains 


in the lung after the previous’ 
expiration.*. 

The primary objective of respira- 
tion is to supply oxygen for metabo- 
lism and to eliminate carbon dioxide. 
To maintain a good physiological 
balance it is necessary to provide 
adequate and even alveolar ventila- 
tion, proper diffusion of gases across 
the alveolar membrane, and a pulmo- 


208 


nary capillary blood flow which bal- 
ances the alveolar ventilation. These 
three things are necessary and, unless 
all are provided, hypoventilation may 
result. When a patient is hypoventi- 
lated the tidal volume may be only 
sufficient to fill the dead space and 
not enough to ventilate the alveoli at 
all. Only air or gases which reach the 
alveoli are of importance in the proc- 
ess of ventilation. 


Unequal enlargement of the tho- 
racic cage results in unequal expan- 
sion of the lungs with the result that 
blood and air do not properly mix. 
Along with this diseases in the lungs, 
such as in emphysema, do not allow 
for adequate mixing. The result is 
the retention of carbon dioxide as 
part of the blood is circulated through 
unventilated portions of the lungs. A 
given minute volume of artificial res- 
piration is not so effective in remov- 
ing carbon dioxide as the same vol- 
ume of spontaneous ventilation. 
However, spontaneous ventilation un- 
der anesthesia is depressed and will 
lead to respiratory acidosis unless ar- 
tificial hyper-ventilation is provided. 
The hyper-ventilation is necessary to 
counteract changes that occur in the 


lungs. These changes result from 


changes in the viscous and elastic re- 
sistances which govern entry of air 
into the various parts of the lungs 
with a resulting abnormal distribu- 
tion of the air.’ The functioning dead 
space also may vary during artificial 
respiration because of changes in the 
caliber of the bronchial tree. Trap- 
ping of air may result due to bronchi 
being closed by pressure. An addi- 
tional factor in artificial ventilation 
is the change in the systemic circu- 
lation, particularly of the venous side, 
which vary the rate at which carbon 
dioxide is brought to the lung for 
excretion. 
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The possibility of retained carbon 
dioxide is greater with the closed sys- 
tem but will occur with semiclosed 
respiration. Controlled or assisted 
respirations are vital to many surgical 
procedures, as in no other way could 
normal circulatory or respiratory 
physiology be maintained. The proper 
method of controlled respiration is to 
maintain a rate of approximately 12 
to 16 times per minute with a rela- 
tively slow and even inspiration 
carried to the point of full chest ex- 
pansion. At the height of inspiration 
the pressure in the lung is held tightly 
for a second and then suddenly re- 
leased. There should be complete re- 
lease of the bag between compression. 
This release makes for easier expira- | 
tion and greater exchange of air. The 
expiratory phase should be at least 
twice as long as the inspiratory phase, 
to allow for complete emptying of the 
lungs. Good relaxation is easier to 
obtain with good ventilation.'° 


2. Central and local effect of 
anesthetic drugs. Practically all 
anesthetic agents depress the respira- 
tory center making it less sensitive © 
to the effects of carbon dioxide. This 
also includes ether although in light 
anesthesia, ether may produce an in- 
crease in minute volume but in deeper 
planes there is a definite respiratory 
depressive effect."? 


Accumulation of carbon dioxide 
likewise occurs from the depressant 
effect of preoperative drugs, and the 
blood carbon dioxide level may be 
increased even before anesthesia 
commences. 


- Muscle relaxant drugs, due to their 
local blocking of the myoneural junc- 
tion, cause hypoventilation due to 
blocking of respiratory muscles. 

3. Mechanical. In anesthesia any 
increase in airway resistance, such as > 
caused by an obstructed airway or 
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narrow endotracheal tube, impairs ex- 
piration by an increase in resistance 
with an increase in alveolar carbon 
dioxide. | 
An increase in respiratory dead 
space, either within the body or in 
anesthetic equipment, is one of the 
commonest reasons for hypercarbia. 
One study has shown that with an 
added dead space of 40 cc., both the 
tidal volume and carbon dioxide ten- 
sion increased but in general the tidal 
volume increased less than the 
amount of added dead space. The 
smallest increase in external dead 
space is of significance even in nor- 
mal subjects as they are able to com- 


pensate only partially. In the pres- | 


ence of disease this increase assumes 
even greater importance.’* The mask 
or any other attachment from the pa- 
tient to the Y-piece will add an area 
of external dead space to the already 
anatomical dead space. Another 
source of dead space is the improper 
filling of soda lime canisters with 
dead space left in the top. 

Non-rebreathing valves are used to 
provide oneway flow of gases. A de- 
fect allows reflux of gases with an 
opportunity for rebreathing to occur 
and thus the accumulation of carbon 
dioxide. 

PRESENT STATUS OF CARBON 
D1oxIbDE ABSORPTION 


The absorption of carbon dioxide ~ 


in anesthesia was at one time thought 
to be more efficient with an 8 by 13 
cm. cylindrical canister, as the dead 
space in the canister approximately 
equaled the patient’s tidal volume. 
Absorption was considered inade- 
quate if the tidal volume was greater 
than the dead space in the canister 
but absorption would continue to be 
effective if the air space in the can- 
ister was greater than the tidal 
volume.! 


209 


Carbon dioxide is not completely 


removed even at the onset when a. 


fresh charge of absorbent is placed 
in use. The quantity filtering through 
is minute and cannot be determined 
by ordinary means of detection. A 
considerable period of time exists be- 
tween the onset of incomplete carbon 
dioxide absorption and the appear- 
ance of indicator change in the sur- 
face granules in the canister.1* The 
absorbent is still active and continues 
to remove carbon dioxide for some 
time after it is first detected. This 
unabsorbed portion is recirculated 
and remains nearly constant for sev- 
eral hours. The amount of carbon di- 
oxide increases until the point is 
reached where much of the absorbing 
surface has been converted to car- 
bonate and no longer effectively ab- 
sorbs carbon dioxide. The amount of 
carbon dioxide rebreathed rises 
sharply and symptoms of carbon di- 
oxide excess develop. Patients vary 
as to when they will exhibit signs of 
hypercarbia as some can tolerate 
greater tensions than others. 


Adriani! states that the removal of 
carbon dioxide is best accomplished 
today by the use of a large capacity 


circle filter and this is preferred to 


the to and fro canister as there is a 
progressive extension of dead space 


_asS anesthesia progresses due to ex- 


haustion of absorbent at the inlet. 


The circle absorbers of choice to- 
day consist of two interchangeable 
canisters used in series. The gases are 
conducted through the upper section 
until the indicator changes color. The 


lower half still has active life even 


though partly exhausted and does not 
completely remove carbon dioxide at 
the time of color change in the upper 
chamber. The lower chamber is then 
shifted to the upper position. The ex- 
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hausted half is replenished with fresh 
absorbent and placed in the lower 
position.’ 

TREATMENT 


Ventilation at all times should be 
even with equal expansion of the 
lungs bilaterally. The chest should be 
watched if possible to determine if it 
expands with each respiration. By 
following this rule, trapping of air 
and hypoventilation of certain areas 
of the lung will be prevented or 
greatly reduced. 


If marked respiratory acidosis has 
occurred, then it must be treated. 
The method of treatment will depend 
upon the patient’s condition. Mild 
respiratory acidosis in which post- 
operative shock is present is best 
treated with vasopressors and this is 
usually all that is needed. In marked 
respiratory acidosis in which carbon 
dioxide has exerted a narcotic action 
on the respiratory center, the respira- 
tion must be assisted as it is very 
likely that the patient will be apneic 
or at best hypoventilating. The tidal 
volume should be approximately 650- 
700 cc. to hasten carbon dioxide elim- 
ination. The elimination should not 
_ be precipitous as cardiac arrhythmias 
and shock may ensue. The assisted 
ventilation occurs until the patient is 
ventilating adequately and has re- 
gained consciousness. 


HYPOCARBIA 


For completeness, the opposite side 
of acidosis respiratory alkalosis — 
must be considered. Respiratory al- 
kalosis results from hyper-ventilation. 
The harmful effects of hypocarbia, at 
least as to whether they occur in any 
degree of severity during anesthesia, 
are debatable, and many feel it is 
better to afford the possible risk of 
hyper-ventilation than to risk the 
toxic accumulation of carbon dioxide. 
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Toxic effects: 1. Vasoconstriction 
of the cerebral and coronary vascular 
beds; 2. Skin is cold, moist and pale 
due to peripheral arteriolar constric- 
tion; 3. Shift of oxygen dissociation 
to the left with decrease in release 
of oxygen to the tissues, and, 4. 
Changes in EKG possibly due to im- 
paired delivery of oxygen. 


As stated before many believe these 
to be theoretical hazards of hyper- 
ventilation and doubt that any clin- 
ically significant ill-effects are pro- 
duced by the degree of acute 
overbreathing. 


In the event of postoperative apnea 


due to hypocarbia it is best to treat | 


as follows: 1. Fill lung with 100 per 


cent oxygen and allow apnea to per- 


sist until arterial carbon dioxide ten- 
sion rises sufficiently to initiate respi- 
ration. 2. If apnea is not relieved 
within 90 to 120 seconds, ventilate 
again. Apnea may persist for several 
minutes.?” 
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The Use of Hypnosis in Anesthesia 


Bernard K. Galston, M.D.* 
Chicago, Illinois 


INTRODUCTION | 
The use of hypnosis in conjunction 
with anesthesia merits special consid- 


eration if it meets only two basic pre- © 


requisites: 1. To relieve fear, anxiety, 
tension, hostility and pain. 2. To in- 
crease the safety of the patient by 
reducing the amount of needed anes- 
thesia, and improving the postanes- 
thetic course of the patient. 


Elimination of fear and apprehen- 
sion is often most difficult owing to 
the deep roots in the unconscious of 
such fear and anxiety. It is hard to 
convince a patient that he will not 
have pain, when all his life’s experi- 
ences tell him otherwise. Freud has 
called attention to the fact that one 
of the two strongest of all human 


drives is avoidance of pain; the other 


being the pursuit of pleasure. The 
patient’s desire to avoid pain provides 
the strongest motivation to accept 
both hypnosis and the analgesia, 
which he is informed, can be pro- 
duced under hypnosis. He is not or- 
dinarily susceptible; his need for 
escape from pain makes him eager 
to accept any suggestion which will 
enable him to avoid it. Therefore, he 
is far more likely to enter a trance 
than is the average person under 


other circumstances, and also to pro-- 


duce analgesia when it is suggested. 


* Head of Department of Anesthesia, Garfield 
Park and Northwest Hospitals, Chicago, Illinois. 
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Since these factors are present 
upon the patient’s admission to the 
hospital, it would seem justifiable to 
us, as anesthetists, to use them for 
the best possible benefits. Certainly 
we are all convinced that the anes- 
thetic should not commence with the 
insertion of the needle into a vein, 
or the frightening maneuver of plac- 
ing a rubber mask over the face. The 
proper conditioning of the patient 
must begin before he goes to the 
operating room. The use of hypnotic 
suggestions. can help make this over- 
whelming and traumatic experience 
so much more pleasurable. Call it 
“Hypnosis” or whatever term you 
choose, but let us allow ourselves the 
privilege of using this patient-anes- 
thetist rapport to insure a safer and 
more satisfactory procedure. The pur- 
pose of this paper is to illustrate how 
easily this can be done. 


HIstTorRY OF HyYPpNosIs 


Ever since mankind settled into 
tribal communities, hypnotism has 
played a part in human life. Practiced 
by witch doctors, medicine men, 
shamans, priests and religious lead- 
ers, though never admittedly as hyp- 
notism, its phenomena were often 


described as miracles performed by 
the Gods. Today it is seen in the 
rituals of many of the Oriental, Afri- 
can, Polynesian, American Indian 
and other races. The Hindu Fakir on 
a bed of nails and South Pacific fire 
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dancers probably make use of hyp- 
notic anesthesia to pain. Hypnotism 
undoubtedly has reached its highest 
development among the Indian Yogis 
of today whose methods merit careful 
study. 

The more modern history of the 
science is generally said to begin with 
Franz Anton Mesmer, a Viennese 
physician of the late 18th and early 
19th centuries. Mesmer, from whom 
the commonly associated term “Mes- 
merism” is derived, believed in Par- 
acelsus’ theory that the world is 
_ surrounded by an invisible, life-giv- 
ing magnetic field, “the fluidum”’. In- 
tensifying this field by means of 
magnets could overcome disease and 
restore health. | 


James Braid, a Scotch physician 


practicing in England, became inter- 


ested in this so-called magnetism, 
aware that some unusual force was 
involved. Dr. Braid is responsible for 
the “eye fixing” technique as part of 
the procedure and the conclusion that 
suggestion was the real explanation. 
It was he who coined from the Greek 
word Hypnos, meaning sleep, our 
word “hypnotism” and “‘hypnosis”’ to 
describe this new science and the 
trance condition produced. 


Mesmeric therapy and surgery 
with mesmerism as anesthesia was in- 
troduced to England in 1837 by John 
Elliotson, Professor of Theory and 
Practice of Medicine at London Uni- 
versity, and then president of the 
Royal Medical and Surgical Society. 
Under Elliotson’s direction in these 
pre-chloroform days the chief surgeon 
of the infirmary in London performed 
more than two hundred painless oper- 
ations. Many of these involved the 
amputation of thigh, arm or breast. 


A friend and correspondent of El- 
liotson’s, Dr. James Esdaile, while in 
charge of a native hospital in Hoogly, 
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India, performed more than four 
thousand operations painlessly. The 
surgical patient at that time custom- | 
arily was strapped down and carved 
while he screamed and struggled. Es- 
daile used hypnotic anesthesia while 
performing these procedures which 
included more than three hundred 
major operations. His greatest 
achievement was the removing of the 
giant scrotal tumors then common in 
India — the result of filariasis. The. 
cutting of these tumors was consider- 
ed so serious that few physicians at- 
tempted the operation. Mortality was 
put at fifty per cent. Of one hundred 
and fifty cases which Esdaile oper- 
ated, using mesmeric anesthesia, the 
mortality was only five per cent. One 
observer wrote of witnessing him re- 
move a diseased eye from a patient 
while the other eye looked on un- 


blinkingly. 


The period from 1885 to 1910 
probably marked the acme of interest 
in the subject, thanks to the efforts 
of three great French physicians who 
placed hypno-therapy on a sound and 
scientific footing. Liebeault, Bern- 
heim and the famous neuro-anatomist 
Charcot practiced hypnotism on thou- — 
sands of patients and their medical 
reports helped in publicizing its sig- 
nificance to doctors all over the 
world. The popularity of psycho- 
analysis and Freud’s rejection of hyp- 
notism caused its eclipse thereafter. 


' Although Freud had originally begun 


his psychological work as a hypnotist 
he had discarded it because he had 
frequently failed to put his patients 
into a deep sleep and trance. Freud, 
the genius of the mind, was a failure 
as hypnotist. 


A new cycle now seems to have 
begun. The subject of hypnosis has 
been largely “debunked,” as a result 
of the frequent and unfortunate stage 


| 


August, 1960 


demonstrations and exhibits by pseu- 


doprofessionals. However, with badly 
needed scientific study, hypnotism 
should and is receiving increased re- 
spect as a legitimate branch of medi- 
cal science. Five years ago the British 
Medical Society accepted this course 
as part of the official curriculum at 
their medical schools. Two years ago 
the A.M.A. went on record as recog- 
nizing this subject and is now formu- 


lating its usage into our own medical | 


teachings. To keep abreast of these 
developments, it behooves you, as 
well, to learn, practice and employ 
its many facets as part of your anes- 
thesia armamentarium. 


OF THE ANESTHETIST 


Few things are of more value to 
the newly“ admitted, presurgical pa- 


tient, than to meet the individual who 


is to put him “to sleep”. If done 
properly the warm, welcoming and 
sincere face of “his” anesthetist does 
much to put the patient at ease. He 
already knows the attending physi- 


cian, who has made the necessary — 


arrangements for his operation. He 
has met, or at least has heard what 
a wonderful surgeon will perform it. 
The room rate, the name of his room- 


mate, the diet menu and the number 


of enemas to be received, are all fa- 
miliar to him by the time you make 
your appearance. Yet, of all these 
vital points of information supplied, 
none are more vital than the ques- 
tions and fears he possesses concern- 
ing who is going to put him to sleep, 
how will he go to sleep, and if—and 
this is a big if—he awakens will he 


be sick, in pain or what secrets he un-. 


inhibitedly has confessed. 


_ This is an opportunity for promo- 
tion that is the envy of all those as- 
sociated in Sales, Advertising and 


Public Relations. I implore you not 
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to neglect this most gratifying chance 
to build up your own stature of pres-. 


tige, that of your profession, and 


most important, of reassuring this 
scared individual. It will take but a 
few moments to answer his questions, 
assure him of your sincere intentions 
in his behalf, and to offer guarantees 
that you are his friend and will be 
waiting for him in the operating 
room. If a few well placed suggestions 


at this time will aid in allaying his 


anxieties, you have scored well. Call 
this hypnosis or what you will, be it 
mere conversation or deep mesmeric 
direction, this interview is invaluable. 


When the moment comes for the 
patient to be brought to the operating 
room he remembers that his own-- 
yes his very own—anesthetist will be 
there to receive him. He cares not 
how many other cases you have had 
that morning or how tired you are 
from the emergency case and deliver- 
ies of the night before. His friend, 
his ally, his protector is there --- and 
ready. Thus, he is now all yours and 


_all suggestible at this time. Grasp this 


opening. Use it. Suggest to the pa- 
tient as the needle is being put into 
his vein that this is the only part of 
the surgical procedure he will be 
aware of. In a few moments he will 
be pleasantly and relaxingly asleep. 
After what will seem like only a min- 
ute or two he will awaken happy in 
the knowledge that the operation is 
over and that all has gone well. He 
might have a little discomfort, but 
this will be taken care of. It will be 
to his advantage if he takes frequent 
deep breaths, moves his legs and arms 
as instructed, will remain cooperative 
for his own good and so on. Amazing 
as this might seem, the patient recalls 
your kindness and gentleness; is 
thrilled that he has survived; and 
generally will follow most of your in- 
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structions. The result—easier induc- 
tion, less anesthetic agents necessary, 
and postoperative complications (at- 
electasis, pneumonia, nausea, vomit- 
ing, thrombophlebitis) kept to a 
minimum. 


ADDITIONAL USES OF 
HYPNOANESTHESIA 


Hypnoanesthesia is decidedly use- 
ful in other phases of patient care. 
Whenever I am asked what I consider 
the most desirable and safest -anes- 
thetic for childbearing I answer, 
unhesitatingly, ‘“Hypno - anesthesia’’. 
There is no problem of the agent 
passing through the placental barrier 
to affect the child, there is complete 
freedom of mother discomfort; the 
perineal relaxation is extremely ade- 
quate, simplifying the task of the 
obstetrician, and lastly it is a pleasure 
for the anesthetist. The pre- and 
post-partum care of the patient is 
controlled without medication, to the 
delight of the mother and her family. 


Many other annoying disturbances 
found in the hospital, such as _ hic- 
coughing, inability to urinate, poor 
postoperative appetite, excruciating 
and intolerable pains requiring large 
amounts of narcotics and sedatives, 
poor cooperation in prophylactic 
coughing and deep breathing exer- 
cises, early ambulation and mood 
amelioration—all can be reasonably, 
if not completely, aided by hypnotic 
suggestions. 


Time does not allow me to describe 


some of the interesting cases I have 


been fortunate to be associated with © 


over the years. However, I might just 
briefly state that, using hypno-anes- 
thesia as the sole anesthetic agent, 
we have successfully performed the 
following procedures: Lobectomy, 
cholecystectomy, herniorrhaphy, ap- 
pendectomy, breast and extremity 
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amputations, D & C, multiple teeth 
extractions as well as other major 
oral cavity procedures, and, of course, 
innumerable deliveries. 


TECHNIQUE OF HYPNOSIS 


The actual mechanism of hypnosis 
is relatively simple, depending on the 
subject and the prestige relationship 
between him and the hypnotist. In 
general I favor the gentle, friendly, 
persuasive approach. This sometimes 
is known as “mother hypnosis” as 
opposed to “father hypnosis”. The 
latter relies on a stern authority, the 


command — sleep! 


It is important to insure the proper 
environment, although this is not al- 
ways necessary. Thus, one can use 
the operating room with its bright 
lights, shiny instruments and‘ fast 
moving and talking nurses for the 
purpose. The subject should sit in a- 
comfortable chair or recline. A pre- 
liminary conversation in which the 


- patient is assured that no harm could 


possibly come to him, that he will not 
be disgraced, and that he will be 
awakened shortly, feeling very much © 
better, should be done to place him 
at perfect ease. Any question in the 
subject’s mind should be simply an- 
swered so that there be no misunder- 
standings. 


All procedures are essentially alike 


- and can almost be classified in a basic 


formula. Misdirected attention plus 
belief equals the hypnotic state. The 
prime requisite of effective hypnosis 
is the belief of the subject in both 
the competence and the integrity of 
the hypnotist. He must believe in 
hypnosis as an actual phenomenon; 
and he must believe in the inevitabil- 
ity of his personal surrender. With 


belief as a starting point, the subject 
must be conditioned to expectation. 
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- Once suggestion works, the subject 
expects the next to take effect. When 
he expects to go to sleep, he will go 
to sleep and not before. 


The element of progressive sugges- 
tibility is the basis of all means of 
persuasion and operates as the guid- 
ing principle in the induction of the 
state of hypnosis. The language may 
vary. The procedure may be altered. 
The style may be entirely different. 
But the basic principle of progressive 
suggestibility must be adhered to 
religiously. | 


Most important at the beginning 


of any hypnotic experiment is the 
outward appearance of absolute con- 
fidence and authority on the part of 
the hypnotist. Any indication of 
weakness or uncertainty, timidity or 
shyness on his part will destroy the 
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faith and prestige relation and will 


result in resistance against hypnosis 
and the hypnotist. 


CONCLUSIONS 


An attempt has been made to offer 
certain suggestions where the use of 
hypno-therapy and hypno-anesthesia 
may be utilized by the anesthetist. 


A brief review is offered, illustrat- 
ing certain situations by which the 
welfare of the patient may be en- 
hanced so that a more successful and . 
pleasant operative course can be 
assured. 


_ It is my sincere wish that if you 
received no message from this paper 
other than a spark of enthusiasm to 
learn more about this fascinating sub- 
ject then my effort has been fruitful. 


| 
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Balanced Analgesia 


Aben Hoekman, M.D.* 
Pontiac, Michigan 


INTRODUCTION 


A few decades ago surgery was con- 
sidered a dangerous process not to be 
entered into lightly. It was an accom- 
plishment to get the patient from the 
operating table alive. During inter- 
vening years improved concepts of 
adequate oxygenation, elimination of 
CO. and the muscle relaxants have 
assured the patient of a near cer- 
tainty of survival. Today with more 
skillful administration of lighter an- 
esthesia, with reduced amounts of 
drugs, it is possible to maintain the 
patient in as good physiological con- 
dition as existed prior to surgery. 


HISTORICAL 


Analgesia produced with ether was 
first described by Snow in 1847.' 
Snow observed that an analgesia state 
existed after emergence from deeper 
stages of ether anesthesia, but in the 
ensuing years it was not deemed fea- 
sible to use the analgesic state for 
surgical procedures. After using ether 
analgesia for dressing wounds and mi- 
nor operations during World War I, 
Gwathmey” introduced ‘synergistic 
analgesia” in 1921, using a combi- 
nation of ether and oil rectally, and 
morphine and magnesium sulphate 
intramuscularly. In his textbook on 
anesthesia Gwathmey stated, ‘We 


* Anesthesiology Department, Pontiac General 
Hospital. 
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consider analgesia by this method 
safer than any other method of 
anesthesia.”’ 


However, the enthusiasm for anal- 
gesia waned and it was considered 
desirable to carry patients in surgical 
anesthesia beyond the danger of 
heightened excitement, increased re- 
flex irritability and vomiting. 


The idea of analgesia was not re- 
vived until 1955 when Artusio® from 
Cornell University Medical College, 
re-evaluated it. After intubation in 
surgical anesthesia, Dr. Artusio 
quickly lightened his patient. to the 
analgesic state. Patients operated un- 
der ether analgesia answered ques- 


tions, suffered no pain, and had no. 


memory postoperatively for the en- 
tire event. Subsequently several pa- 
pers on the use of the analgesic state — 
for major surgery have appeared.* ® 
One of the most recent is the publi- 
cation of Sweet and Santos® from the 
University of Michigan on “Balanced 
Analgesia for the Poor Risk Patient 
Undergoing Thoracic Surgery”. | 


TECHNIQUE 


All patients are visited the day be- 
fore surgery. By means of a rapid 
checkoff system, a functional evalu-. 
ation of the patient is obtained. Past 
anesthetic and drug experiences are 
discussed and the anxious patient is 
reassured. Pre-operative medication 
consists of an adequate dose of pen- 
tobarbital or secobarbital at bedtime 
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and a moderate dose of morphine and 


scopolamine given subcutaneously 


one hour prior to the scheduled time 
of* surgery. In case of a history of 
allergies, especially asthma, an anti- 
histamine (usually 25 mgm. of Phen- 
-ergan) is also given with the pre- 
anesthetic hypodermic. In the latter 
case the dose of opiate is often re- 
duced. Tranquilizers are used when 
indicated, especially if the patient’s 
surgery is scheduled for late morning 
or early afternoon. Pre-anesthetic vis- 


its are done by one of the anesthesi- 


ologists on the staff on an alternating 
basis. On the following day this per- 
son acts as circulating anesthesiolo- 
gist. It is his duty to assign the cases 
to the various anesthetists and to de- 
_ cide, in collaboration with the sur- 
geon, the preferred anesthetic in poor 
_ risk cases. | | | 


Upon entering the operating room, 
the effectiveness of the pre-anesthetic 


medication is evaluated. Ideally the © 


patient is quite drowsy and relaxed 
but still cooperative and able to an- 
swer questions correctly. If less well 
relaxed, small doses of Demerol (usu- 
ally’ in 10 mgm. increments), are 
given intravenously. 


In all cases an avenue into the 
blood stream is. provided using a 5 
per cent dextrose solution and an 18 
gauge needle. For induction, Pento- 
thal is given in divided doses (usually 
not exceeding the total of 250 
mgms.), nitrous oxide, oxygen (4:2 
or 2:1) and a drip of 0.1 per cent 
succinylcholine are initiated as soon 
as the patient falls asleep. Additional 
small doses of Demerol may be used 
but not sufficient to reduce the respir- 
atory. rate below 12 per minute. 


If intubation is to be done, induc- 
tion differs from that described in 
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that a single shot of succinylcholine 
(usually 40 to 60 mgm.) is given, the 
pharynx and larynx sprayed with 2 
per cent Xylocaine, and the patient 
ventilated with 100 per cent oxygen 
just prior to intubation. An oro- 
pharyngeal airway is generally neces- 
sary when intubation is not done. 
Respiration is usually assisted from 
the start and throughout the period 
of surgery. 


If grimaces or clenching of the 
fingers indicate patient discomfort an 
increase in the safe concentration of 
NO or an additional small dose of 
Demerol is preferred. However, an 
increased rate of succinylcholine drip 
may be used temporarily until the 
adjustment in concentration of ni- 
trous oxide or addition of Demerol 


has time to take effect. Instead of ~——__ 


Demerol, ether, cyclopropane or Flu- 
othane can be added to the nitrous 
oxide - oxygen mixture in analgesic 
amounts. 


‘COMMENTS 


Proper pre-anesthetic medication is 
an important component of light an- 
esthesia with Pentothal-nitrous oxide- 
oxygen. Scopolamine is preferred to 
atropine because of its sedative, am- 
nesic and greater drying effects. It 
also has less tendency to produce 
tachycardia. Morphine is used for se- 
dation and for the relief of worry and 
anxiety. Morphine in the doses used 
has little effect on the blood pressure, 
heart rate or rhythm. Its depressant 
effect on respiration may be counter- 
balanced by a depression of the met- 


abolic rate*. Morphine and scopola- 


mine are essential aids to light 
anesthesia. 


Of the muscle relaxants, succinyl- 
choline is preferred because of its 
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short duration of action and control- 
lability. It is interesting that Sweet 
and Santos® reported using subrelax- 
ant doses of succinylcholine “to pre- 
vent the initiation of possible danger- 
ous reflex cardiac arrhythmias from 
the operative manipulation inside the 
chest.” 


Thiopental or thiamylal are used to 
obtain a rapid and smooth induction. 
These agents lack analgesic properties 
and can contribute little to the main- 
tenance of analgesia. Usually not over 
350 mgm. are used during the period 
of induction and surgery. Moreover, 
these agents are not rapidly destroyed 
in the body as was formerly supposed. 
Large doses may leave the patient 
with cerebral depression, including 
depression of the respiratory center, 
for many hours. 


It has long been known that an 
animal when awake will tolerate 
about twice as much blood loss as 
when anesthetized. For this reason, 
blood transfusion requirements are 
generally less in lighter anesthesia 
than in deeper levels. It has been 
shown that vasomotor tone and in- 
tegrity of the capillary bed are more 
seriously deranged during deep anes- 
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thesia.‘ Also depressive vagocardiac 
reflexes occur more frequently during 
deeper planes of anesthesia. 


After light anesthesia, the patient 
awakens quickly and cooperates early 
by breathing deeply and coughing 
effectively, thereby preventing pul- 
monary complications. Likewise the 
blood pressure follows a more stable 
course to pre-anesthetic levels. In 
short, light anesthesia provides a 


- wider margin of safety for the patient 


and a relatively shorter and more un- 
eventful period of recovery. 
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Motivation and Evaluation of Students 
in Schools of Anesthesia for Nurses 


| Sister M. Yvonne, F.S.P.A., C.R.N.A., B.S.* 
La Crosse, Wisconsin 


Behavior! Conduct! The terms be- 
havior and conduct are frequently 
used interchangeably to connote the 
manner in which a student directs his 
actions, but they are seldom em- 
ployed with the full impact that is 
basic to their understanding, and con- 
sequently to that of human nature. 
A deep insight into the causes of be- 
havior enables a person to control 
human conduct, his own as well as 
that of others. On the other hand, it 
can be very difficult to regulate con- 
duct when one’s insight into human 
behavior is only superficial. By illus- 
trating the dynamic force of human 
conduct, namely, motivation, I shall 
try to set forth a better understand- 
ing of human behavior and the asso- 
ciated educational significance. 


By way of preliminary, the clarifi- 
cation of a few terms is necessary. 
_ The first are “motive,” “motivating” 
and “motivation.”’ Having their com- 
mon etymological basis in the Latin 
verb, movere, they take on the mean- 
ing “to move,” “‘to set in motion,” or 
“to prompt to action.” More specifi- 
cally, however, each of these terms 
has a different connotation. A motive 
is some thing or-action, intellectually 
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perceived as valuable, and as such 


appeals to the will. Motivating refers 
to any factor that will move the hu- 
man organism to action, whereas mo- 


tivation involves the process of pre- 


senting or making the motivating 
factor known to the individual and 
stimulating activity. From these defi- 
nitions it is evident that these three 
elements are functionally related. 


A second term to consider is “‘dy- 
namic.” The term, as used here, re- 
lated to activity; motivation is a 
dynamic force in human conduct be- 
cause it is a propelling power moving 
the individual toward a particular 
goal, whether it be an object, an act, 
Or any experience. 


With these. terms firmly establish- 
ed, the purposes of motivation are 
apparent. The first is to stimulate 
self-activity in student anesthetists in 
order that they will be moved, un- 
inhibited by: subjectivity, toward their 
goal. Self-activity may be aroused by 
satisfying the ‘present needs of stu- 
dent anesthetists, that is, by creating 


_ and producing a strong desire among 


them to learn the art and science of 
anesthesia. A second purpose of mo- 
tivation proceeds from the first: to 
direct the aroused interest and activ- 
ity toward the realization of definite 
goals, that is, to be an efficient pro- 
gressive anesthetist. 
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Intimately bound up with the pur- 
poses of motivation is its nature. In 
a broad sense, and for the present 
purpose, we can say that all behavior 
is motivated and that motivation has 
a role in all learning. Motivation is 
a sort of stimulation which is inter- 
preted by the individual as a need. 
This stimulation persists until one’s 
sense of need is satisfied by engage- 
ment in self-activity. In logical se- 
quence, all behavior is motivated to 
the extent that a pattern of stimula- 
tion precedes and influences it. 


Concerning motivating factors, 
there are three basic types which 
function in the dynamics of human 
conduct: needs, motives, incentives, 
and goals. Incentives and goals may 
be likened to by-products of needs 
and motives. It will be remembered 
that “motivating” pertains to any 
factor that will move the human or- 
ganism to action. 


In a strict sense, motives include 
only those which bring about immedi- 
ate action, and directly appeal to the 
will. Actually, the most difficult part 
of forming a motive is deciding 
whether a subject or technique has 
real, or only apparent value. A sub- 
ject that appeals to the sensitive ap- 
petites may be a need or only a de- 
sire. The will is the faculty which 
discerns the relationship between 
need and desire, and being free it 
may apprehend a desire as good when 
it is not necessary for the fulfillment 
of a need. In another instance, a need 
may serve as a motive when an object 
is regarded as valuable because it sat- 
isfies some basic craving. Whether a 
stimulus to the will has real, or only 
apparent value depends upon the sub- 
ject, the physical and mental make- 
up of the individual, his emotions and 
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feelings, habits, attitudes, and experi- 
ences. In this place it is important to 
note that a motive must achieve a 
suitable strength before it can move 
the will. The strengthening of a value 
is always an asset in helping us over 
the margin of indecision. 3 


INCENTIVES 


Incentives can be either emotional, 
intellectual, or social. Under emo- 
tional incentives are classified praise 
and reproof, reward and punishment, 
The effect of praise depends, to a 
large extent, upon the person giving 
it. Individual differences must also be 
considered. Blame or reproof may 
serve as a positive incentive in some 
cases. Donald Laird in his book, The 
Technique of Handling People, has 
made a comment of the use of praise 
that I think is quite to the point: 


“Praising people is like making love 


to a widow — you can’t overdo it.” 


Rewards, too, should be used with 
discretion. They must never be given 
for fulfillment of duty but only for 
those tasks in which extraordinary 
effort has been put forth. Because of 
their attractiveness, they are effective 
in motivating conduct. , 


Punishment is a negative motivat- 
ing factor. The associated feelings of 
pain and unpleasantness make it use- 
ful if used properly. As a threat, pun- 
ishment is without purpose unless the 
recipient has previously had the as- 
sociated experience. A specific rela- 
tionship likewise must exist between 
the wrong act and the nature of pun- 
ishment in order that the association 
is realized by the student and that 


he is impressed by it. For this reason, 


punishment should be immediate and 
used only when absolutely necessary. 
In addition, the student must be 
aware of the justice and necessity of 
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the punishment; that it does not fol- 
low from resentment or hostility on 
the part of the one inflicting it. Since 


all these conditions are hard to meet, 


desirable conduct should be moti- 
vated, whenever possible, by positive 
means rather than by punishment. 
From emotional incentives we pro- 
ceed to the intellectual incentive 
which is knowledge of results. Work- 
ing for high marks is valuable in 
motivating learning only insofar as 
students have faith in the validity of 
their marks. Grades, however, are not 
the only means of disclosing knowl- 
edge of progress. Praise and reproof, 


teacher-pupil conferences, and charts | 


of progress are also helpful. 

_ As social incentives, competition 
and rivalry should be used construc- 
tively. Competition with oneself is 
more effective than either personal or 
group competition and this trend is 
gradually becoming more apparent in 
our educational systems. 


GOALS 
To achieve a specific goal is th 
aim of all motivation. Goals, like mo- 
tives, are perceived as desirable; un- 
like motives, they are not proximate 
and transitory. Concerning’ the qual- 
ity of goals, they may be either sub- 
jective or objective. A subjective goal 
would be apparent in an individual’s 
interest in anesthesia because the ac- 
quisition of knowledge and skill 
would satisfy his instinctive craving 
for intellectual activity. Taking the 
same example, an objective goal in 
anesthesia might be the refinement of 
personality, the acquiring of honor, 
or the introduction to a professional 
class of people such as doctors. Un- 


doubtedly, subjective goals are of the — 


highest quality. 

Now that. the motivating factors 
have been considered, their dynamic 
aspect warrants attention. 
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DYNAMIC FACTORS 


Motives are not necessarily dy- 
namic, that is, they do not always 
incline one to action, because our 
higher and lower appetites are often 
in conflict. Motives, then, may have 
varying degrees of attractiveness. 
One may see the objective value of 
an assignment or technique, but 
whether he is moved or not depends 
upon the subjective value it has for 
the individual. In addition, feelings 
and emotions accompanying motiva- 
tion may assist or hinder the will in 
being moved in the right direction. 
Here the teacher exerts an impor- 
tant influence in motivational 
development. 


You as a teacher have an important 
role to play. If you take the U out 
of church, club, industry, you have 
nothing left. So, too, in your teaching 


- you have to spur up your daily en- 


thusiasm on the belief that it is 
worthwhile to sow a thousand seeds 
in the hope that possibly tomorrow 
just one of them will sprout and take 
root; or that just one drop of water- 
ing you give to what looks like dead 
stalks will enliven and sustain some - 
bit of growth. You as a teacher and 
director are not just molding stu- 
dents, but as a true teacher you 
should awaken something that will 
unfold and grow. 


The model principle of motivation 
was exemplified by Our Lord who 
prepared his listeners for the great 
truths they were about to receive. 
The miracle of the multiplication of 
the loaves in the sixth chapter of St. 
John preceded the promise of the 
Eucharist. Similarly, the miracle of 


giving sight to the man born blind 


preceded the pronouncement that his 
sins were forgiven. 


‘ 


AIMS 

One of your educational aims to- 
day should be to stimulate inherent 
interest in your classes and to make 
them lead to permanent and desirable 
interests. The attitude of the mind 
toward study has great significance. 
Bolton says, “Learning which is not 
the outcome and accompaniment of 
pleasurable interest does not call 
forth genuine self-activity and does 
not give training.”’ When a subject is 
presented as useful and interesting, 
it summons self-activity; a moving 
to action. If you make your classes 
interesting you will be able to over- 
come student inertia and raise the 
level of their initiative. 


An aspect of motivation is the level 
of aspiration which refers to the diffi- 
culty of a task or goal an individual 
sets for himself toward which he 
works. The teacher is largely respon- 
sible for the level of difficulty, but 
only the student can determine his 
level of aspiration. Each student 
must be stimulated to work to his 
presently indicated level of ability. 
Associated with the three levels of 
aspiration are the three levels of diffi- 
culty. First, the student can perform 
the assignment and accept the chal- 
lenge presented. In another instance, 
the assignment may be too easy and 
the student becomes bored. To avoid 
inappropriate levels of aspiration, 
praise must be used in terms of the 
individual, and personally significant 
challenges must be presented. Every 
student must experience success, 
and pupil-teacher evaluations are 
essential. 


The teacher’s problem in motiva- 
tion in anesthesia is to initiate a de- 
sire on the part of the student for a 
particular kind of knowledge and 
skill not acquired in other branches 
of nursing. This need may already 
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exist with the student before he en- 
ters the school, or it may be de- 
veloped with the teacher’s assistance. 
In either situation, the teacher’s task 
is to see that the need to learn is 
sensed by the student, that its im- 
portance is recognized, and that pur- 
poseful progress is made toward its 
realization. 

To accomplish successful motiva- 
tion, the teacher must use those ap- 
proaches that will make the student 
eager for the kind of learning the 
school endorses. Again, I repeat, 
classes should be organized so that 


_ they will bring satisfaction to the stu- 


dents, fulfill a need to obtain useful 
information, art and skill. Pursuits 
chosen by the students are more pow- 
erful motives than those selected by 
the teacher. 

If the teacher understands differ- 
ences between students, uses materi- 
als that are appropriate to the under- 
standing and interest of individual 
students, and permits each student 
some freedom for growth toward his 
unique needs, she will be laying the 
basis for immediate and effective 
motivation. 


CLINICAL WoRK 


Since evaluation of clinical work is 
so closely related to motivation, it 
deserves some attention at this point. 
First of all, what is the purpose of 
evaluation? Ralph Tyler gives us six 
rather inclusive points. They are: 
(1) to make a periodic check on the 


effectiveness of the program, (2) to 


validate the hypothesis upon which 
the curriculum operates, (3) to pro- 
vide information basic to effective 
guidance of individual students, (4) 
to provide a certain psychological se- 
curity to the staff, the students, and 
the parents, (5) to provide a sound 
basis for public relations, and (6) ‘to 
help both faculty and students clarify 
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their purposes and see more con- 
cretely the directions in which they 
are moving. | 


In discussing student - evaluation, 
we should be clear as to what we are 
evaluating. First, we do want to eval- 
uate the effectiveness of our teaching 
program—of the curriculum and the 
knowledge that our students get. This 


area may be likened to the raw ma- 


terials that go into the making of a 
good anesthetist—the general princi- 
ples which are learned in the theory 
and the clinical work which is taught. 
Here we have our regular check-tests, 
course examinations, and finally the 
national qualifying examination to 


help in the problem of evaluation. 


The second area of evaluation is 
more personalized. The question 
arises: “How can the general prin- 
ciples or the abstract theoretical 
knowledge of the classroom be best 
given to this particular group—or for 
this individual? Here, it can be seen, 
the emphasis is not on general edu- 


cation but on guidance; not on the 


basic raw materials which are offered 
but to their more specific prepara- 
tion. The selection of raw materials 
to be presented to the students can 
be likened to the work of a farmer 
who grows the foodstuffs which will 
provide an adequate diet: proteins, 
carbohydrates, minerals, etc. But 
these basic foodstuffs must be tastily 
and skillfully prepared for the par- 
ticular individuals who will be 
served; otherwise it will not provide 
the desired nourishment. So the 
teacher must know also the particular 


tastes and needs of the individuals . 


within the group if they are to be 
nourished effectively. 


There is still another area that 


must be taken into account when 
dealing with students. Just as the 
best of food, most skillfully and tast- 
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ily prepared will still not benefit the 
person whose digestive system is out 
of order, so adequate teaching and 
skillful guidance and motivation may 
still fall short of producing desired 
results if the student cannot digest 
and assimilate what is given to him. 
Where a student is emotionally dis- 
turbed, he cannot receive the teaching 
nor accept the guidance; then he may 
be in need of counseling which is | 
quite a different approach and not as 
well understood today. Counseling 
means, then, an additional skill and 
understanding of the common and yet 
complex emotional and personality 
problems of the person. In this area 
we do not seek external evaluation 
of the student as a means of aiding 
him. But we seek to inaugurate a 
process of change in the person him- 
self, to increase his own self-knowl- 
edge and self - reorganization. From 


knowledge can come‘a gradual 


new awareness of better personal 
means to goals which education and 
guidance have directed him. This 
skill is a person-centered approach. 
Communication is a direct tool for 
motivation. 


COMMUNICATING 
One of the most difficult problems 


in student - director relationships is 


that of communicating effectively. 


'- The effectiveness of a person’s com- 


munication with others is in direct 
relation with his vision, skill, objec- 
tivity, understanding, and adjustabil- 
ity. We must try to present ideas in 
such a way as to make friends and 
promote confidence and relaxation. 


_ There are several roadblocks to com- 


munication which the director must 
overcome in her communications with 


~ her students. First of all she must be 


a good listener. Directors are much 


too impatient in listening to others. 
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This reminds me of a story about a 
psychiatrist. He was approached by 
a timid little boy seeking help for his 
problem. The psychiatrist asked him 
if he had discussed this problem with 
anyone else. The little fellow replied 


he had gone to the druggist at the 


corner drugstore. The psychiatrist 
was furious to think he would ask 
help from such an individual and ex- 
pounded angrily on laymen who do 
more harm than good. Then he asked 
the boy what advice he had received. 
Meekly, the little boy replied, ‘He 
told me to come and see you!” An- 
other summary of Donald Laird, 
which is appropriate is, ‘“You have 
two ears and one mouth; use the ears 
twice as much.” Another comment 
that anesthetists should be interested 
- in, is one in which he refers to proper 
breathing as a health habit, saying, 
“Breathe through your nose; then 
you will keep your mouth closed.”’ 


The director in counseling the stu- 
dent must have an attitude that is 
free from any trace of a threatening 
attitude. In an interview the director 
always remains neutral ‘and avoids 
cross examination. If cross examined 
the student will develop the idea that 
the director has no sympathy and is 
already prejudiced. First, let the stu- 
dent express the hostility, fear or self- 
deprivation he feels. The director. 
however, should not become affected 
by it, but wait to share the facts after 
the student has cleared himself of his 
own feelings. The director should de- 
velop the attitude that anyone can 
come to him as a child goes to a 
father or a mother and knows they 
will have their interests at heart. 
When dealing with human beings one 
must remember that they are com- 
plex persons and cannot always ex- 
press what they have in mind. 
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CONCLUSION 

How can our students attain hap- 
piness and success? They must learn 
to make adaptations between them- 
selves and their environment. The di- 
rector must teach them to balance 
their life. 

Their life should be baleed like 
a triangle, with recreation, religious 
philosophy, and work. Recreation 
may be such as collecting stamps, 


reading, dancing, music and sports. 


Religious philosophy is vital to men- 
tal health and has something valuable 
to give the student. A story exempli- 
fies this: A little boy in an air raid 
shelter during World War II said this 
prayer, ““God bless mother and daddy 
and all the people in this shelter and 
please God, take good care of your- 
self because if anything happens to 
you we are sunk.” Last but not least, 
work must bring the student satisfac- 


tion. In order for it to be of value to 


the individual he must be able to see 
the end result. 

The material presented in this pa- 
per represents but a small fraction of 
the field of motivation and evalua- 
tion. It may seem to you that some’ 
of it was unrelated to motivation and 
evaluation of students in our schools 
of anesthesia. I submit, however, that 
the principles mentioned were an ef- 
fort to bridge the gap between stu- 
dents and directors. The gap has not 
been spanned, but narrowed and 
should result generally in better 
relationships. 
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FACILITIES 


Operation and Delivery Rooms. 
All hospitals had one or more oper- 
ating rooms. One hundred and four- 
teen (62%) had only one operating 
room, while sixty-eight hospitals had 
two or more. A total of 424 operating 
rooms was reported. 


Of the 175 hospitals (96%) with 
obstetrical departments, all but 15 
hospitals had one or more delivery 
rooms. Of the 15 hospitals without a 
delivery room, 13 used the operating 
room as a delivery room. A total of 
203 delivery rooms was reported. 


* This study was supported by research grant 
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Service, National Institute of Health, Division of 
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A 
Recovery Rooms. Forty-seven hos- 


pitals reported that they had recov- 


ery rooms. All but one were located 
in hospitals with 30 beds and over 
(see Table 9). All the recovery rooms 
had equipment to administer oxygen 
either by BLBs (Boothby, Lovelace 
and Bulbulian mask) or by resusci- 
tators. Seventy per cent of the hos- 
pitals that had recovery rooms re- 
ported piped-in oxygen while the 
remaining hospitals used oxygen 
equipment. on tanks transported by 
carts. Medical supervision was main- 
tained in every recovery room either 
by a medical anesthesiologist, a sur- 
geon, or both. In addition every re- 
covery room had a registered nurse 
in charge of the nursing service. 


Fire and Explosion Prevention. 
Of the 179 hospitals (98%) report- 
ing on fire and explosion prevention 
features, over three-fourths (77%) 
had ungrounded electrical systems, 
approximately the same proportion 
(75%) had explosion proof equip- 
ment and three-fourths of the hos- 
pitals (60%) had conductive floors 


(Table 10). A number of hospitals 


had installed conductive floors in sur- 
gery originally but stated at the time 
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Table 9 
Recovery Rooms in Minnesota Hospitals, 1956 - 1957 
Recovery Medical 
Rooms Supervision* Equipment | 
No. Other 
Bed No. 
Hosps. | Anes- B.L.B. | Resusci- 
Capacity| Hosps. No | Yes | thesi Gas_ Resusci-|Piped-in 
geon on tation 
P ologist Machine| tator | Oxygen| Equip- 
ment 
131 and 
over 30 30 26 yt 21 11 10 14 19 9 17 
71-130 21 21 i: 10 0 10 0 5 9 l 5 
31-70 49 49 ae 1 8 1 tee 5 3 5 
21-30 41 41 1 1 1 0 1 0 1 0 
0-20 41 39 a 0 0 0 0 0 0 0 
Total | 182 iso 1133 47 | 23 30 11 22 33 14 27 
* Medical supervision was assumed by both medical anesthesiologist and surgeon in some hospitals. 
of the survey that the floors had lost _ ics and techniques were observed in 
their conductivity. Table 11. The most common were. 
ANESTHESIA PROCEDURES. drop ether, sometimes with vine- 
Techniques of Administering An-  thene, and local anesthesia which 
esthesia. Although all hospitals in were used in nearly every hospital. 
the State gave some type of anesthe- Pentothal or surital sodium were 
sia, considerable differences in the given in over 164 hospitals (90%). 
frequency of use of certain anesthet- A higher percentage of pentothal so- 
Table 10 


Number of Minnesota Hospitals with Fire and Explosion Features 
in Operating Rooms, 1956 - 1957 


Bed No. No. Hosps. Ungrounded Explosion- Conductive None of 
Capacity Hosps Reporting Electrical Proof Floors These 
Systems Equipment Features 
131 and 
over 30 30 23 27 22 1 
71-130 & 21 19 21 12 0 
31-70 49 49 43 39 33 : 6 
21-30 41 40 31 28° 23 7 
0-20 41 39 23 20 18 13 
Total 182 179 139 135 108 27 
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Table 11 


Number of Minnesota Hospitals Reporting Use of Certain 
Anesthetics and Anesthesia Techniques, 1956 - 1957 


No. 


Bed Hosps. | Local | Caudal | Spinal | Rectal Ethe 


Nitrous; Cyclo- 
Chloro- Trilene | Pentothal Oxide 
an 


or or 

Capacity Reporting “ther | form Trimar! Surital Oxygen 

131 and 

over 30 30 - 30 4 30 3 23 30° 29 25 3 
71-130 21 21 5 20 1 21 2 10 3 
31-70 49 49 5 42 2 49 6 37 48 45 18 3 

? 

21-30 i 41 3 30 0 41 5 34 36 30 12 0 
0-20 39 37 0 24 0 38 7 28 30 19 5 0 
Total 180 178 24 464 - 9 179 23 135 164 143 70 9 


dium was given in the larger hospitals 
which probably reflects the availabil- 
ity in those hospitals of persons 
. trained to administer this anesthetic. 
Chloroform was used in only 23 hos- 
pitals (13%). There was some tend- 
ency for chloroform to be used pro- 
portionately more often in the smaller 
hospitals. The ease of its administra- 
tion and its non-inflammable charac- 
teristics were the reasons given for 
its use. | 

All local, spinal and caudal anes- 
thetics were administered by physi- 
cians or medical anesthesiologists 
with the nurse anesthetist, when 
needed, caring for the patient after 
the injection of the drug and through- 
out the course of the operation. 


Anesthesia Personnel Trained in 


Endotracheal Techniques. Over 
one-third of the hospitals (37%) 
indicated that all their anesthesia 
personnel had been trained in the 
endotracheal technique. Sixty - one 
hospitals (35%) indicated that none 
of their anesthesia personnel was 
trained in this technique and the re- 
maining hospitals (28%) stated that 
some of their anesthesia staff were 
trained. 


Whereas two-thirds of all hospitals 
in the State reported that some or all 


of. their anesthesia personnel were 


trained in this technique, in nearly 
three-fourths of the hospitals the an- 
esthesia personnel were trained to 
continue with the anesthesia after the 
intubation. 


Personnel Performing Intuba- 
tions. Of the 144 hospitals (80%) 
with endotracheal equipment, 8 
(6%) indicated that only medical 
anesthesiologists performed the intu- 
bations. Nearly one-fourth of the 
hospitals. indicated that only physi- 
cians performed the intubations and 
32 (22%) stated that only nurse an- 


esthetists performed this procedure. 


In the remaining one-half of the hos- 
pitals, several of these persons per- 
formed the intubations. 


Number of Intubations. Fifty-one 
of 176 hospitals (29%) recorded 
data in a form useful for determining 
the number of intubations. Approxi- 
mately one-fourth did not perform 
intubations. The average number of 
intubations given for the year of 
1956-1957 in hospitals of varying size 
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is shown below. The very marked re- 
lationship between bed size and fre- 
quency of use of this technique un- 
doubtedly reflects both the tendency 
for more difficult operations to be 
performed and for more highly 
trained persons to be employed in the 
larger hospitals. 
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and over 4/5 of these used 5% dex- 
trose with distilled water. Nineteen 
hospitals used 5% dextrose in saline, 
while some hospitals gave several 


combinations of intravenous fluids. 


Three-fourths of the hospitals indi- 
cated that the nurse anesthetist did 
the venipuncture. 


131 and over 71-130 31-70 21-30 0-20 


Bed Capacity 
Ave. Annual : 
Number of 402 295 48 34 8 


Intubations 


Types of Anesthesia Given by 
Persons Other than MDA’s, Phy- 
siclans and Certified Registered 
Nurse Anesthetists. Over one-half 
of the hospitals (51%) employed 
personnel other than MDA/’s, Phy- 
sicians or CRNA’s who gave several 
types of anesthesia. This was espe- 
cially true of hospitals having 70 
beds or less. The more easily admin- 
istered anesthetics such as trilene and 
drop ether were given more often by 
such persons, as shown in Table 12. 
Administration of Intravenous 
Fluids in Surgery. Intravenous flu- 
ids were given routinely in the oper- 
ating rooms of 165 hospitals (91%), 


Types of Anesthesia and Person- 
nel in the Obstetrical Depart- 
ment. Local, spinal and caudal anes- 
thetics were administered for 
deliveries in 94% of the hospitals. 
Trilene or trimar was administered 
in 138 hospitals (79%), ether in 136 
(78%) and chloroform in 18 hospi- 
tals (10%). Other types of anesthet- 
ics such as nitrous oxide, cyclopro- 


pane and oxygen were administered 


in 75% of the hospitals. 

The tendency in many hospitals 
was for an analgesic drug such as 
trilene to be administered through 
the first stage of labor with pudendal 
block and an inhalation anesthetic 


Table 12 


Types of Anesthesia Given by Persons Other than MDA’s, Physicians, and CRNA’s 
in Minnesota Hospitals, 1956 - 1957 


No. Tril | Muscl 
Bed No. Hosps. Drop Oth t 
al Relax- |. Other 
Capacity Hosps. Report- Ether Trimar | Gases + Sodium ants 
Oxygen 
131 and 
over 30 29 | 5 8 8 1 1 7 
71-130 21 20 5 5 5 0 0 2 
31-70 49 49 24 20 11 3 0 5 
21-30 41 41 22 24 6 1 0 4 
0-20 41 39 22 22 7 2 1 7 
Total 182 i 78 79 37 7 2 25 
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administered for the delivery. This 
accounts for more than one individ- 
ual giving analgesia and/or anesthe- 
sia to the patient. 


Physicians administered pudendal 
blocks, spinals or caudals for the ob- 
stetrical patient in 94% of the hos- 
pitals. In 98 hospitals the inhalation 
anesthesia for the obstetrical patient 
was given by the anesthesia person- 
nel from the surgical department 
(CRNA, non-CRNA, short-trained, 
on-the-job anesthesia trained. RN). 


In the urban hospitals, anesthetics — 


were usually administered by the for- 
mally-trained nurse anesthetists for 
all obstetrical patients. In those rural 
hospitals where one formally-trained 
nurse anesthetist was employed to 
cover all anesthesia services, that in- 
dividual was called for difficult ob 
stetrical cases only. | 


In 166 hospitals the full-time 
and/or part-time registered nurses 
employed in the maternity section 
administered analgesia and/or anes- 
thesia for the obstetrical patient. In 
18 of these hospitals the RN super- 
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visor on the maternity floor gave the 


anesthetic. In sixty-one hospitals 


other personnel with less than RN 
training who were employed in the 
obstetrical department administered 
analgesia and/or anesthesia to the 
obstetrical patient. In all cases the 
obstetrical anesthesia services were 
supervised by physicians on the case. 


Number of Anesthetics Adminis- 


tered in Minnesota Hospitals. Of 
the 212,776 anesthetics administered 
in surgery during a one year period 
in the general hospitals of the State, 
two-thirds were given in 17% of the 
hospitals. In contrast, 53% of the 
78,009 obstetrical anesthetics admin- 
istered during the same one-year 
period were given in 16% of the hos- 
pitals, as indicated in Table 13. It 


_ appears that patients who have major 


surgery tend to go to larger hospitals 
where the facilities and personnel are 
considered better. This is further evi- 


denced by the high ratio of surgical 


anesthetics to obstetrical anesthetics 
in the 131 beds and over hospitals 
as shown in Table 13, and the drop 
in the ratio as bed size decreases. 


Table 13 
Number of Anesthetics Administered in Minnesota Hospitals, 1956 - 1957 


Surgery Obstetrics Ratio 
Surgery / 

Bed No. No. Anes- . No. Anes- Obstet- 

(apacity Hosps. Hosps. thetics Per Cent | Hosps. thetics | Per Cent rical 

Report- Admin- | of Total Report- Admin- | of Total Anes- 

ing istered ing istered thetics 

131 and | 
over | 30 29 143,930 67 27 40,977 53 3.5 to | 
71-130 21 20 29,305 14 17 11,541 15 2.§ to 1 
31-70 49 45 23,400 11 46 15,067 19 1.5 to | 
21-30 41 40 10,137 5 39 6,074 8 ies 
0-20 41 37 6,004 3 40 4,350 5 1.4 to 1 
Total 182 171 212,776 100 169 78,009 100 2.7 to 1 
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Table 14 
Persons Responsible for Rules and Regulations in Anesthesia Departments 
of Minnesota Hospitals, 1956 - 1957 
No ‘ Chief 
Bed No. Hosps. No One Adminis- Anesthesi- Nurse Other 
Capacity Hosps. Reporting Designated trator ologist — 
131 and 
over 30 30 0 16 20 20 0. 
71-130 21 21 1 19 2 16 2 
31-70 49 49 0 46 at 28 4 
21-30 41 40 0 40 3 20 4 
0-20 41 1 38 12 4 
2 159 28 96 14 
Total 179 299% 


* Responsibilities were shared by more than one person in several hospitals. 


ADMINISTRATIVE MANAGEMENT 
Persons Responsible for Rules 
and Regulations in the Anesthe- 
sia Department. As head of the hos- 
pital, the administrator was usually 
responsible for the establishment and 
maintenance of regulations in the an- 
esthesia department. In many cases, 
however, this responsibility was 
shared with the medical anesthesi- 


ologist and the nurse anesthetist. Evi- 
dence of this sharing appears in 
Table 14 in that the total number 
of people so designated exceeds the 
number of hospitals. 


Responsibility for Drug Supplies 


in the Anesthesia Department. 
Drug supplies were determined. for 
anesthesia departments by the joint 
effort of several personnel. Table 15 


Table 15 


Hospitals Reporting Responsibilities for Drug Supplies in Anesthesia Departments 
of Minnesota Hospitals, 1956 - 1957 


No. 
Anes- Other Nurse — Total 
Bed Hosps. ; Adminis- | Pharma- 

thesi- Physi- Anes- Others Per- 
Capacity ig ologists cians thetists trators cists sonnel 
131 and 

over 30 21 10 12 0 4 ] 48 
71-130 2) 3 20 16 ] 1 2 43 
31-70 49 of 47 30 22 1 4 105 
21-30 41 3 41 20 20 ] 5 ' 90 

0-20 39 : 0 36 14 18 1 3 72 

Total 180 28 154 92 61 8 15 358 
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shows the shared responsibilities for 


selecting and ordering anesthetic 
drugs by 358 institutional and med- 
ical personnel in 180 hospitals. The 
decision was more often made by 
physicians in the larger hospitals and 
by nursing personnel in the smaller 
hospitals. 


Expressed Need for a Visiting 
Consultant in Nursing Anesthe- 
sia. Table 16 indicates that nearly 
2/3 of the hospitals (64%) stated 
that they could benefit from the serv- 
ices of a consultant in nursing anes- 
thesia. Those hospitals not indicating 
a desire for consultant assistance 
either had medical anesthesiologists 
or were Catholic hospitals with sister 
anesthetists, who could gain informa- 

tion through their own resources. The 
tendency to want the services of a 
consultant in nursing anesthesia 


seemed greater in the larger hospitals — 


where full-time anesthesia personnel 
were employed. Those which were 
uncertain were usually the smaller 
hospitals where no full-time anesthe- 
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tist was employed or where a phy- 
sician gave the anesthesia. 


SUMMARY 
The 182 licensed general hospitals 
which were operating in Minnesota 
in a one year period (1956 - 1957) 


- were personally visited by the Nurse 


Anesthetist Consultant to obtain a 
descriptive picture of the anesthesia 
personnel, equipment, facilities and 
procedures. The information was ob- 


_ tained from the anesthesia personnel 


and/or the hospital administrators by 
the use of an extensive questionnaire. 
The major findings are summarized 
‘below. 


Medical anesthesiologists super- 
vised the anesthesia services in 17% 


of the hospitals. In the remainder of 
the hospitals, anesthesia services were 
supervised by physicians in charge of 
surgical and obstetrical cases. 

2. Almost all hospitals employed full- 
time RN’s as nursing personnel in 
surgery. In addition, slightly over 
one-third employed licensed practical 
and practical nurses, and more than 


Table 16 


Numfber of Minnesota Hospitals Expressing a Need for a Visiting Consultant 
in Nursing Anesthesia, 1956 - 1957_ 


7 No. of Hosps. with No Need 

Capacity Hospitals. ‘Hospitals Uncertain 

P Reporting Information Consultation 

131 and 

over 30 30 0 23 7 
21 2 2 
31-70 49 i 10 34 5 
0-20 41 40 26 , 13 l 
50 115 16 


Totals 182 
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two-thirds used nurse aides in the 
operating rooms. 


3. Approximately one-half of the 
hospitals in the State did not have 
the services of either an anesthesiolo- 
gist or a certified registered nurse 
anesthetist. The training and back- 
ground of the persons providing the 
anesthesia services in these hospitals 
ranged from RN’s who may or may 
not have had formal anesthesia train- 
ing but who have not been certified, 
to nurse aides. 

4. There were 615 anesthesia per- 
sonnel in the general hospitals in 
Minnesota in 1956-1957. This num- 
ber does not include the 31 resident 


anesthesiologists and 54 student > 


nurse anesthetists in training. Of 
these 615, there were 447 employed 
full-time in 125 hospitals. There were 
168 part-time anesthesia personnel in 
112 hospitals. Hospitals without full- 
time people had at least one part- 
time anesthesia person. Of the 615 
anesthesia personnel, 56 were medi- 
cal anesthesiologists, 19 were physi- 
cians with some training in anesthe- 
sia, 238 were CRNA’s, 278 were 
RN’s who were not certified in anes- 
thesia and 24 had no anesthesia 
training. 

5. Full-time anesthesia personnel 
averaged 6.5 scheduled hours on duty 
per day and 29.2 scheduled hours per 
week. In the hospitals employing full- 
time anesthesia personnel the average 
number of days of first call per week 
was 4.8. In slightly over one-half of 
the hospitals, the anesthesia person- 
nel were on call every day. 


6. One hundred and fifteen hospitals 
(62%) indicated that persons other 
than the regular staff anesthetists 
took call for the night, weekend and 
holidays. Hospitals of various sizes 
did not differ appreciably in their 
leave and holiday provisions with a 
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great majority of hospitals granting 
annual benefits of a two week vaca- 
tion, 12 day sick leave and six or 
seven holidays. 


7. The mean maximum salary of 


formally-trained nurse anesthetists in 
the hospitals studied was $479.58 per 
month, whereas that of full-time an- 
esthesia personnel without formal 


training was $346.91 per month. The © 


tendency for a considerably larger 


salary to be paid to formally-trained ~— 


anesthetists was observed consistent- 
ly through all bed size categories. 

8. Slightly over one-half of the hos- 
pitals used monthly salary as the 
basis of payment and one-fifth of the 


hospitals paid monthly salaries with 


other additional pay for call or a fee 
on a case or time basis. The remain- 
ing hospitals paid entirely by fees on 
a per time or case basis. | 

9. Sixty-four per cent of the hospi- 
tals expressed a need for consultant 
services in anesthesia. | 

10. One hundred fifty-six hospitals 
had gas machines in the operating 
rooms. 

11. Ninety-seven per cent. of the hos- 
pitals possessed and used one or more 
types and sizes of airways. 

12. Intravenous fluids were routinely 
given in surgery in 92% of the hos- 
pitals. Three-fourths of the hospitals 
used 5% dextrose in distilled water. 


4 


13. Four-fifths of the hospitals had | 


endotracheal equipment. 
14. One-fourth of the hospitals had 


recovery rooms. Seventy per cent of 


these hospitals had piped-in oxygen 


in the recovery rooms. 

15. One hundred and fifteen hospi- 
tals had one operating room and 
sixty- -seven had two or more, provid- 
ing 424 operating rooms in the hos- 
pitals studied. 

16. A total of 203 delivery rooms was 


reported. 


| 

| 

a 
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17. Over four-fifths of the hospitals 


indicated they had one or more fire 


or explosion prevention features in 
the operating rooms. Ungrounded 


electrical systems, explosion-proof 
equipment and conductive floors were 
the most frequently observed 
features. 

18. All hospitals studied gave some 
type of anesthesia. The most com- 
monly administered anesthetics in 
surgery were drop ether, local and 
pentothal sodium. 

19. Local block, -trilene | or trimar 
were most commonly used in 
obstetrics. 

20. All locals, spinals and caudals in 
surgery and obstetrics were adminis- 
tered by anesthesiologists or other 
physicians. | 

21. RN’s on the maternity floors 
_ administered inhalation anesthesia in 
the obstetrical departments in 166 
hospitals. 

22. Three-fourths of the hospitals 
used individual anesthesia forms with 
131 hospitals recording permanent 
anesthesia information in the surgery 
record books. 


23. Nearly three times as many an- - 


esthetics were administered to surgi- 
cal patients as to obstetrical patients. 
The ratio of surgical anesthesia to 
obstetrical anesthesia increased as the 
size of the hospital increased. 


CONCLUSIONS 


1. There is a marked shortage of 
formally-trained nurse anesthetists if 
the assumption is made that anesthe- 
sia when administered by nursing 
personnel should be given only by 
persons with approved anesthesia 
training. 

y Fae he shortage of trained nurse an- 
esthetists exists principally in small 
hospitals located in rural areas of the 
State. Further evidence of such short- 
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age is the fact that approximately 
one-half of the anesthesia personnel 
in these areas are on call seven days 
a week. 

3. Some hospitals are staffed with 
personnel who lack the professional. 
training necessary to allow them to 
make full, efficient and intelligent use 
of such equipment as gas machines, 
resuscitators and positive pressure 
machines. 


4. Since the hospitals in general have 
the necessary equipment, it is con- 
cluded that the primary need is for 
trained people, or training programs 
rather than for new or additional 
equipment. 
5. Increased participation by anes- 
thesia personnel in staff meetings, 
conferences, institutes and related ac- 
tivities must be encouraged by all 
concerned. 

6. The lack of opportunity for anes- 
thesia personnel to attend staff con- 
ferences and gain the values of in- 
service training programs occurred 


-more frequently in hospitals without 


medical anesthesiologists and in those 
hospitals employing part-time or only 
one full-time anesthetist. 

7. In general, anesthesia records lack 
quality and quantity. Quality consists 


of the fundamental details necessary 


in complete reporting, and quantity 
is based on an adequate amount of 
essential data. 
8. There is both a readiness and a 
need for consultant services in nurs- 
ing anesthesia. 


RECOMMENDATIONS 


1. An expanded program of recruit- 
ment is needed to alleviate the short- 
age of formally trained nurse anes- 
thetists. 

2. Plans should. be developed to en- 
courage scholarships for anesthesia 
training of registered nurses in the 


{ 

| 

| 
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community in exchange for a year or 
more of their services. 

3. Educational programs for the 
presently employed anesthesia per- 
sonnel who lack formal anesthesia 
training should be established. These 
may take the form of institutes, con- 
ferences, refresher courses, consultant 
visits or other suitable methods. 

4. Educational materials and/or pro- 
grams for hospital boards and ad- 
ministrators should be provided to 
inform them of the essential and de- 
sirable features of an adequate anes- 
thesia department. 

5. The quality and quantity of anes- 
thesia information being recorded in 
Minnesota hospitals should be more 
complete and better organized in the 
interest of improved patient care. 

6. Hospital sharing of available 
anesthetists should be encouraged 
wheréby those who are formally 
trained in anesthesia can extend their 
services to nearby hospitals in need 
of such help. 

7. In the construction, remodeling 
and maintenance of facilities greater 
consideration should be given to 
making hospitals safe from explosion 


of Biostatistics of the University of 
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and fire. More recovery rooms are 
needed in the existing larger hos- 
pitals. 

8. If a recovery room is not planned 
in the smaller hospitals, the hospital 
should supply an emergency, movable 
cart containing essential post-oper- 
ative and cardiac arrest resuscitation 
equipment. 

9. A random sampling of hospitals 
should be considered in future sur- 
veys of anesthesia services in the 
State. Less time would be required 
to collect and interpret the data and 
the information to be reported would 
be current. It is recognized that if it 
is necessary to obtain detailed infor- 
mation concerning each institution 
there is no alternative but to visit 
each hospital. 
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Patient’s DEATH FROM BLoop 
TRANSFUSION NOT RESULT OF 
NEGLIGENCE OF HOSPITAL 


Be This is the second appeal by the 
plaintiffs from a jury verdict of no 
cause of action for the death of the 


family mother, Mrs. Lucille Joseph, - 
alleged to have been caused by the 
negligence of the defendant hospital. | 


On the former appeal the case was 
remanded for a new trial because of 
the exclusion of evidence pertaining 
to data upon the hospital records. 
That evidence was admitted during 
the subsequent trial, and a jury again 
returned a verdict of no cause of ac- 
tion, from which this appeal is taken. 
~ On April 4, 1953, Mrs. Joseph was 
operated on for removal of an ovarian 
cyst and received transfusions of two 
pints of blood, one during the oper- 
ation, and the other after being re- 
turned to her room. There is evidence 
that during the second transfusion 
she manifested symptoms of undue 


distress; that she began to perspire; 


and also to shake as if chilling. Ten 
days later she died in the hospital of 


lower nephron nephrosis (inflamma- | 


tion of the kidney that prevents it 
from functioning) which appears to 
have resulted from an incompatible 
blood transfusion reaction. 


The claim of negligence is that the : 


hospital failed to exercise proper care 
in (a) typing and matching the 
blood; (b) administering the trans- 


fusion; and/or (c) failing to stop 
giving the transfusion after an un- 
favorable reaction was or should have 
been noticed. | 


The giving of blood transfusions 
has become a well recognized means 
of medical therapy and the techniques 
employed in connection with giving 
them is standardized. The hazard of 
an adverse reaction is also well known 
and res ipsa loquitur has been ap- 
plied in some cases where it is shown 
that the evidence will sustain a find- 
ing that the wrong type of blood is 
actually given. However, there is pre- 
sented a somewhat different fact situ- 
ation here. 7 


The evidence delineated the com- 
plete procedure followed by the hos- 


pital thus: the blood is taken from 


a donor of proper age, health and 
condition either by a registered nurse 


- or under her direction by one skilled 


in the art. Sterile equipment is used 
and the blood is run directly into a 
pint bottle. Three small sample tubes, 
which are used in typing and match- 
ing the blood, are taken at the same 
time and are given the same number 
as the pint bottle. 


While it is realized that res ipsa 
loquitur has been applied in various 
fields where an injury occurs which 
is not to be expected if proper stand- 
ards of care and skiil are observed, 
this is done only with caution, par- 
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ticularly in the medical field because 
of the realization that many aspects 
of the treatment of human ills cannot 
yet be regarded as exact science and 
a bad result may obtain even though 
recognized standards of care and skill 
are employed. 


According to the evidence in this 
case there can be no certainty that 
there will be no adverse blood reac- 
tion even when the best methods 
known to medical science are used in 
the typing and matching of the blood. 
The expert witnesses testified that 
even when such procedures are fol- 
lowed, hemolytic reactions neverthe- 
less occur in about one to five per 
thousand transfusions and that death 
may result in from twenty-five to 
thirty per cent of those suffering such 
reaction. (The defendant hospital 
gives about 6,000 transfusions per 
year.) Upon the basis of that evi- 
dence, even if it be assumed that Mrs. 
Joseph suffered a hemolytic reaction, 
it cannot be said that the trial court 
was in error in adopting the view that 
this is something that may have oc- 
curred without negligence. 


Upon the basis of the considerations 
above discussed we are not disposed 
to disagree with the ruling that there 
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was no proper foundation to submit 


the case to the jury on the question 


of res ipsa loquitur. 


It is apparent, however, that there — 


are known hazards involved in giving 
blood transfusions and this would, of 
course, impose upon those adminis- 
tering them the duty of exercising the 
utmost care and vigilance for the 
safety of the patient. This includes 
not only the preliminary steps in tak- 
ing, typing and matching the blood, 
which were satisfactorily explained, 
but also the duty to make careful 
observation of the patient during the 
transfusion for any indications of an 
adverse reaction. It was upon this lat- 
ter issue that the case was submitted 
to the jury as to the — of the 
defendant. 


The jury were properly advised 
that they were the sole judges of the 
issues of fact and that they could 
draw all reasonable inferences natu- 
rally arising from the evidence. In 
the light of such instructions and 
upon the basis of the evidence they 
did not find the defendant negligent, 


and this is the second jury which has 


so held. 


(Joseph v. W. H. Groves Latter-Day Saints 
Hospital, 10 CCH Neg. Cases 2d 819 — Utah.) 
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Likea big cousin 
to the ampoule && 


(with the same high safety standard) 


Each ABBO-LITER® bottle is, in 
principle, an oversized ampoule. 


-. Its contents are sterile, pyrogen- 


free, and like the ampoule, pack- 
aged at atmospheric pressure. Ad- 
ministration is by simplified 


ampoule technic. Even as you 


must open an ampoule, so you un- 


cap the ABBO-LITER. Simple 


aseptic procedure preventscontam- 
ination in both cases. No pierc- 
ing pins to drive, no vacuum to 
relieve, no forcible inrush of room 
air. You need only attach your set 
and begin venoclysis. 

Got the right solution? Any 
bottle label tells you the contents, 
of course. But only ABBO-LITER 
also carries solution identity 
stamped on the safety cap, where 
you see it as a double check. A 
small added safeguard. (Small, 
that is, till it prevents error.) 

Or consider the bottle cap. It’s 
threaded after attaching, for per- 


fect fit. Inside it are three more 
units: an inert hydrocarbon sheet, 
a soft rubber seal, and a turntable 
to make the tightly drawn cap 
easy to unscrew. 

The glass? It’s made to strict 
specifications similar to those for 
ampoules, and gas-treated for neu- 
tral pH. Graduated and labeled for 
easy reading upside down, too, so 
you can easily check suspended 
contents at a glance. And when you 


 areatadistance, filtered air bubbles 


rising help you monitor flow. 
But see for yourself. Your Abbott 
man will gladly demonstrate. 


PROFESSIONAL SERVICES DEPARTMENT 
ABBOTT LABORATORIES, NORTH CHICAGO, ILL. 


008263 
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ON THE INHALATION OF THE VAPOUR OF 
ETHER IN SURGICAL OPERATIONS: Contain- 
ing a Description of the Various Stages of 
Etherization, and a Statement of the Result 
of Nearly Eighty Operations in Which 
Ether has been Employed in St. George’s 
and University College Hospitals. By John 
Snow, M.D., Univ. Lond., Fellow of the 
Royal Medical and Chirurgical Society, 
Lecturer on Forensic Medicine. London: 
John Churchill, Princes Street, Soho. 1847. 
Lea & Febiger, Philadelphia, Pennsylvania. 
1959. $5.00. 


Prepared under the auspices of the 
Wood Library-Museum of Anesthesi- 


ology, New York, New York, this — 


reproduction makes available to an- 
esthetists one of the great historical 
books in the specialty. The slender 
volume contains the first classifica- 
tion of stages of anesthesia, describes 
the apparatus used by the author, 
the quantities of ether vapor:in air 
at different temperatures, and his ob- 
servation following clinical experience 
with ether. Anesthetists who have not 
previously read this classic will be 
delighted and amazed at this work 
of the first physician anesthetist. The 
book may be obtained by writing to 
the Wood Library-Museum of Anes- 
thesiology, 145 East 49th Street, New 
York 17, New York. 


Doctor Squiss. The Life and Times of 
a Rugged Idealist. By Lawrence G. Bloch- 
man. Simon and Schuster. New York. Cloth. 
371 pages, 1959. $5.00. 


From the private journals and 
diaries written by Dr. Edward Robin- 
son Squibb, the author has revived an 
era of American history that will be 
of particular interest to anesthetists. 
With the name of Squibb much in the 
public eye, it makes appropriate read- 
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ing to follow the career of a man who 
more than one hundred years ago 
began the fight against quackery and 
fakers in the pharmaceutical industry. 
As a young doctor in the United 
States Navy during the Mexican War, 
he first became interested in the use 
of ether with which his name is best 
associated by anesthetists. In the 
1870’s Dr. Squibb began the fight 
that resulted in the establishment of 
the Pure Food and Drug Act. Written 
in a style that is most readable, this 
biography will give pertinent knowl- 
edge and pleasurable pastime. 


Hypnosis IN ANESTHESIOLOGY. By Mil- 
ton J. Marmer, M.D., M.Sc.Med. (Anes.) ; 
Chairman, Department of Anesthesia, 
Cedars of Lebanon Hospital, Los Angeles, 
California; Assistant Clinical Professor of 
Surgery (Anes.), University of California 
School of Medicine, Los Angeles,. California ; 
Diplomate, American Board of Anesthesi- 
ology; Member, Society for Clinical and 
Experimental Hypnosis. Charles C Thomas, 
Springfield, Illinois. Cloth. 150 pages. 1959. 
$6.75. 


With the continued interest in hyp- 
nosis as adapted to anesthesiology, 
the author has prepared a text specifi- 
cally designed for the anesthetist. 
Beginning with a brief historical re- 
view he proceeds to outline the psy- 
chology of hypnosis, the methods for 
inducing hypnosis and its clinical ap- 
plications. Specific cases are presented 
to illustrate the advantage of the 
technic in surgery, obstetrics and in 
the therapy of pain. Precautions, 
post-hypnotic suggestion and hypno- 
semantics are the subjects of the con- 
cluding chapter. An extensive bibli- 
ography follows the text. The sama is 
well indexed. 
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The 1960 AANA Convention in | 


San Francisco will be a big success. 
It can’t help but be a success. The 
many months of careful planning by 
the National Headquarters, officers 
and various committees have guaran- 
teed that success. 


Your insurance consultants are 
going to do everything possible to 
- contribute to that forthcoming suc- 

cess. We feel that the best way to 
offer our contribution is to give every 
AANA member present an oppor- 
tunity for private consultation on the 


various AANA Group Insurance 


Programs. 


A very special consideration is 
- planned for all members attending 
the National Convention. You may 
recall that the July issue of the “News 
Bulletin” announced the official clos- 
ing of the “Charter Enrollment” in 
the Group Retirement Program. This 
“Charter Enrollment” allows all ac- 
tive members in. good standing the 
opportunity to enroll in the approved 
Retirement Program without the 


usual “red tape” of a medical exam- 


ination or the answering of any em- 
barrassing health questions. 


As a special concession the same 
“Charter Member” liberal arrange- 
ments will be made available to all 
members attending the San Francisco 
Convention. We would suggest that 
you contact us for an appointment 


for a private interview at the time . 


you register. Our convention booth is 
located next to the AANA Head- 
quarters. 


A new pamphlet, “The AANA Fi- 
nancial Security Program,” will be 
distributed at the convention. This 32 
page pamphlet will offer the member a 
description of the various insurance 
plans available plain language 
that can be understood. The small 
booklet is partly illustrated and fully 
indexed. It will describe in simple 
terms the various insurance plans and 
also instructions on “How to file a 
claim; Who is eligible?; Hospital 
Benefits ?; Retirement dividends?” 
and many other valuable points of 
information. These books may be ob- 
tained at our table. 


During the convention we are plan- 
ning to complete our itinerary for at- 
tending the various Assembly and 
State Meetings. This itinerary will in- 
clude meetings planned for 1960 and 
1961. As we mentioned previously, 
we will make every attempt to accept 
all invitations; however, it would be 
greatly appreciated and also assist us, 
if we have the opportunity of confirm- 


ing the acceptance of the invitation 


well in advance. 


It will be a successful convention. 
We hope to do our share to con- 
tribute towards that success. See you 
in San Francisco. 


Insurance Consultant 
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Concession! 


Nan Francisco Conventioneers 


All Members Attending 1960 A.A.N.A. Convention — 
Will Be Eligible For Enrollment In The 


A.A.N.A. Retirement Program. | 


Ww 


No Medical Examinations Or Questions 


Full Charter Enrollment Privileges. 
Ww 


Inquire at the A.A.N.A. Headquarters at 
Convention Hall 
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Harriet L. Aberg, C.R.N.A. 


Is it permissible to use plastic 
kick bucket liners while flam- 
mable anesthetics are being ad- 
ministered ? 

Some tests of the possible static 
accumulations and sparking have 
been conducted on the plastic liners 
for kick buckets. If the bucket has 
conductivity through it because of 
the presence of conductive casters or 
other bonding device, the static 
charges which do accumulate on the 
plastic can do no harm. 

The sponges and debris in the kick 
bucket lined with plastic would be 
insulated from the floor, of course, 
but this in itself presents no appreci- 


able hazard. The plastic liners are 


seldom, if ever, removed from the 
buckets during administration of an 
anesthetic. Their importance in help- 


ing control postoperative infection is — 


greater than any probable spark haz- 


ard which we can foresee. So it seems 


quite safe to use them. 

Is the use of copper brads, nails 
or rivets a satisfactory method of 
achieving conductivity ? 

Yes, BUT — “I have copper brads 
in my ‘shoes which make me conduc- 
tive, but I feel I am taking a chance 
of being electrocuted since these offer 


no resistance to short circuited equip- 
ment.” This statement points up the 


hidden danger factor of the copper 


nail theory. 

If the conductive flooring is main- 
tained with a resistance of not less 
than 25,000 ohms, a wearer depend- 
ing on such a non-ferrous device for 


conductivity probably will be fairly 


well protected from electrical shock 
and electrocution in case of a short 
circuit. Referring to this floor resist- 
ance reading, N.F.P.A. #56 says, 
“This minimum is specified as an ad- 
ditional protection against electrical 
shock.” But- it would be much safer 
to have shoes with an over-all con- 
ductive sole with a resistance up to 
250,000 ohms. 

The Code for Flammable Anesthet- 
ics states, “Conductive footwear and 
other personnel-to-floor connective 
devices shall be tested on the wearer 
each time they are worn.” With both 
feet on the testing device the safe 
reading may show a resistance of up 
to 1,000,000 ohms (1 megohm). 

Shoe brads, nails and rivets are 
not always comfortable to the wearer, 
and are not always kind to the floor- 
ing. And it is not unusual to find that 
the only time there is proper contact 


(Continued on page 255) 


Miss Aberg is A.A.N.A;’s representative on the N.F.P.A. Committee on Hospital Oper- 


ating Rooms. 


Any questions pertaining to hospital safety may bi directed to the Executive Office. 
Answers will be included in this section in future issues. 
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Krause, S. O., Murray, P. M., 
Holmes, J. B. and Burch, R. E.: 
Heroin addiction among pregnant 
women and their newborn babies. Am. 
ES ts & Gynec. 75: 754-758 (April) 


“The material for this paper con- 
sists of 18 women delivered at Sy- 
denham Hospital during 1953, 1954, 
and the first 2 months of 1955, all 
of whom were acknowledged heroin 
addicts. During these 2 years we de- 
livered 2,795 women; therefore, there 
is an incidence of 1:149 of heroin 
addiction at our hospital. Upon ad- 
,; mission to the Obstetrical Service, 
very few of these mothers volunteer 


the information that they are ad- 


dicted. . . . Most of our patients re- 
ceived an injection just prior to ad- 
mission and hence had no withdrawal 


symptoms until 6 to 24 hours 


“All mothers were encouraged to 
extend their hospital stay until they 
felt they could do without the drug, 
but all were anxious to leave in 5 
days. No other rehabilitation was at- 
tempted. . . . The clinical picture 
is much worse for the fetus than for 
the mother. Five of the 18 babies 
were premature by weight (less than 
5% pounds)... . 


labor to be premature by weight; but 
there were 7 mothers whose calcu- 
lated date of confinement was at 39 
or 40 weeks and only one of their 7 
babies weighed over 614 pounds. .. . 


“All but 2 of these babies were in 
good condition at birth. . . . The 


We would expect | 
the babies born through premature — 


appearance of 2 cases of developmen- 
tal defects may be merely coinciden- 
tal. . . . Fifteen of the 18 babies 


developed withdrawal symptoms 


within one to 56 hours after birth. 
They presented a fairly characteristic 


‘syndrome, varying from mild to very 


severe. An excess of mucus, often 
greenish or brownish, appears at or 
within the first few hours of birth. 
This mucus interfered seriously with 
respiration and required repeated 
aspiration and oxygen. Within 6 to 
18 hours, and occasionally earlier, an 
abnormal tremor of the arms and legs 
is noted. This symptom in itself is 


important only because it heralds the 


advent of vomiting and the inability 


to nurse. Many of these babies when 


given the bottle seem to have diffi- 
culty swallowing. Respiratory crisis 
and cyanosis may occur at this time. 
Vomiting begins within 24 to 36 
hours and may be mild and last only 
2 to 3 days or may be so severe that 
no formula or water is retained for 5. 
to 6 days. One baby started vomiting 

on the tenth day. | 


“The babies that survive are usu- 
ally asymptomatic within 6 to 7 days. 
Barbiturates, belladonna, paregoric, 
and special formulas seem to have 
no value in their management. Four 
of our babies died. They died on the 
sixth, seventh, eighth, and eighteenth 
days of life. The one that died on the 
eighteenth day did not start ae 
until the tenth day. 


“One of these deaths may be at- 
tributed to anomalies incompatible 
with life, but the baby exhibited all 


MS 
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of the above symptoms. In the ter- 


minal stages these babies were apa- 
thetic and emaciated, and they all 
appeared to die of respiratory dis- 
_ tress. . . . We were unable to corre- 
late the degree of severity of the 
withdrawal symptoms in the baby 
with those of the mother. This may 
be due to the fact that we were un- 
able definitely to rule out an outside 
supply of the drug to the mothers. ... 


“We prevailed upon the pediatric 
_ department to treat the babies as we 
did the mothers — that is, for with- 
_ drawal symptoms of heroin addiction 
—and they started using methadone 
in doses of 0.5 mg. every 4 to 12 
hours. This regime is started within 
the first 24 hours and continued in 
decreasing doses. Five babies have 
been managed on this regime. All 
have survived and have appeared to 
have less severe symptoms for a 
shorter period of time.” 


Greene, H. G.: Intraperitoneal neo- 
mycin in the treatment of acute bac- 
terial peritonitis. Surg., Gynec. & Obst. 
107: 169-172, August 1958. 


“Recent reports by Pridgen and 
Engel and Denson of respiratory ar- 


rest following the intraperitoneal ad- 


ministration of neomycin have fo- 
- cused attention on the advisability of 
using this technique. The experiences 


with a safe method of administering © 


neomycin intraperitoneally are pre- 
sented here to advance this method as 
an effective form of therapy.... 


“Twenty patients with severe, 


acute bacterial peritonitis were treat- 
ed with divided doses of neomycin, 
administered intraperitoneally, in ad- 
dition to parenteral therapy with 
other antibiotics. No deleterious ef- 
fects of this form of therapy were 
noted. The mortality from infection 
was per cent... . . 
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VOLUME 53 
OF 
ANESTHESIA 
ABSTRACTS 


Vow 
avatlatle 


Of special interest to nurse anes- 
thetists.... Volume 53 of Anesthe- 
sia Abstracts is now available for 
prompt shipment. Condensed and 
edited by John S. Lundy and 
Florence A. McQuillen, Anesthesia 
Abstracts contains significant, timely 
reports on the latest developments 
in the field of anesthesiology. 


| Professionally trained people read, 


screen and abstract journal reports 

in the United States and abroad 

for Anesthesia Abstracts. The series » 
is a valuable and permanent refer- 
ence source. Volume 53 contains a 
subject and author index. 


Two or three volumes are 
published each year. If you 
prefer, you may place a 
“standing order” to auto- 
matically receive each vol- 
ume as it is published. You 
will be billed for each vol- 
ume as you receive it. Write 
for information about the 
back issues which are still 
available. 


Price of Volume 53 is $4.00. 
We pay postage when re- 
mittance accompanies order. 


BURGESS 
Publishing Company 
426 South Sixth Street 
Minneapolis 15, Minn. 


= 
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“Recent reports associate intra- 
peritoneally administered neomycin 
with respiratory arrest have in com- 
mon the employment of massive doses 
of the drug. In view of the innocuous- 
ness of this form of therapy and of 
the low mortality rate from infection, 
neomycin administered intraperitone- 
ally in moderate-sized, divided doses 
is recommended as an adjunct to 
surgery for patients with severe acute 
bacterial peritonitis.” 


Webb, Paul: Closed breathing-ven- 
tilating systems using _ recirculated 
oxygen. J. Aviation Med. 30: 273-279, 
April 1959. 


“Closed breathing systems have 
been in use for over a century in basal 
metabolism machines and, for some 
time, in anesthetic machines and in 
submarine atmospheric regenerating 
systems. The principle of recirculat- 
ing air used to ventilate an occupied 
space is a much used technique in 
air conditioning, although it has not 
apparently been used in ventilated 
clothing. These approaches appear 
promising for prolonged flight beyond 
the atmosphere. .. . 


‘““A new type of vehicle and a new 
type of flight are imminent, bringing 
with them new conditions to work 
in. The differences in the new con- 
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ditions are that (1) there is no at- 
mospheric air available for ventilat- 


ing; (2) flight durations may become 


extremely long, perhaps lasting for 
days or weeks; (3) a terrific penalty 
is incurred from added weight in the 
aircraft, even for such a small quant- 
ity as extra oxygen needed for an 
open system; (4) the vehicle’s cabin 
will be sealed up and pressurized to 
a relatively low altitude; and (5) it 
becomes mandatory to ventilate a 
man directly in his clothing because 
of the possibility of transient high 
heat loads and prolonged low level 


_ heat exposure, and the requirement 


for wearing pressure suits made of 
impermeable cloth. 

“Under such conditions it becomes © 
important to reuse gases which are 


- normally exhausted overboard... . 


The first major step was to combine 
into one stream the gas needed for 
both breathing and for ventilation. 
. . . Lhe feasibility of such a com- 
bined approach was shown in a prim- 
itive prototype made at the Aero 
Medical Laboratory in October, 1955. 
. . . A useful and compact arrange- 
ment has been arrived at for the 
elements chosen. This prototype is 
being made. . . . Major emphasis for 
future development will be placed 
on the problem of making recir- 


7 culating systems for longer flight 


durations.”’ 


August, 1960 | 245 


‘Nominations for Office 
American Association of 
Nurse Anesthetists 
1960-1961 


PRESIDENT-ELECT 


RA 


Jessie L. Compton (Methodist Hospital, Dallas, Texas): Graduate 
of Parkland Hospital School of Nursing, Dallas; graduate of the Baylor 
University Hospital School of Anesthesia, Dallas; member of A.A.N.A. 
in good standing since 1940; Chief Nurse Anesthetist, Methodist Hos- 
pital, Dallas, 1939-59; member and chairman of many A.A.N.A. Com- 
mittees, 1944-58; member, Board of Trustees, A.A.N.A., 1951-53. 2nd 
vice-president, A.A.N.A., 1958-59; Ist vice-president, 1960. 
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VICE PRESIDENT 


Martha Belew (Baptist Memo-- 


rial Hospital, Memphis, Tenn.) : 
Graduate of Baptist Memorial 
Hospital School of Nursing; grad- 
uate of Barnes Hospital School of 
Anesthesia, St. Louis; member of 


A.A.N.A. in good standing since - 


1944; treasurer, ‘Tennessee Asso- 
ciation of Nurse Anesthetists, 
1948; president, Tennessee Asso- 
ciation, 1956-58; member, District 
Board, Tennessee Association of 
Nurses, 1955-57; member, 
A.A.N.A. Bylaws Committee, 
1958; member, A.A.N.A. Board of 
Trustees, 1958-60. 


Elizabeth M. Boyer (Veterans 
Administration Hospital, Cleve- 
land, Ohio) : Graduate of Youngs- 
town Hospital School of Nursing, 
Youngstown, Ohio; graduate of 
Jackson Park Hospital School of 
Anesthesia, Chicago, Illinois; 
member of A.A.N.A. 
standing since 1934; former Pres- 
ident and Secretary - Treasurer, 
Ohio Association of Nurse Anes- 


in good 


_thetists; has served on Program 


and Nominating Committees, 
A.A.N.A.; member, A.A.N.A. 
Board of Trustees, 1957-59. 


“Uh 
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TREASURER 


Marie W. McLaughlin (Ingalls 
Memorial Hospital, Harvey, IIl.): 
Graduate of St. Luke’s Hospital 
Nurse’s Training School, St. Paul, 
Minn.; graduate of St. Luke’s 
Hospital School of Anesthesia, St. 
Paul; member of the A.A.N.A. in 
good standing since 1933; secre- 
tary - treasurer, Tri-State Nurse 
Anesthetists Assembly, 1953 - 54; 


chairman of Convention Commit- 


tee, A.A.N.A., 1953-54; member 
of Bylaws Committee, A.A.N.A., 
1954-55; Treasurer, A.A.N.A., 
1955-60. 


John L. Smith (Greenville, 
South Carolina): Graduate of 
Orange County Hospital School 
of Nursing, California; graduate 
of McLeod Infirmary School of 
Anesthesia, Florence, S. C.; mem- 
ber of A.A.N.A. in good standing 


since 1956; member of several 


committees of the Carolinas-Vir- 


ginias Assembly; Treasurer of 
South Carolina Association, 


1958-60. 


ey 
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_ TRUSTEES REGION 1 


Irma M. Brose (Pittsburgh, 
Pennsylvania) : Graduate of Pas- 
savant Hospital School of Nurs- 
ing, Pittsburgh; graduate of 
Mercy Hospital School of Anes- 
thesia, Pittsburgh; member of 
A.A.N.A. in good standing since 
1940; Trustee of Pennsylvania 
Association in 1944-46 and 1953- 
55; President, Pennsylvania As- 
sociation, 1956-58; she has served 
as chairman of several committees 
for the Middle Atlantic Assembly 
and of A.A.N.A. 


Catherine McGarry (Brookline, 
Massachusetts): Graduate of 
Massachusetts General Hospital 
School of Nursing, Boston, Mass. ; 


graduate of Johns Hopkins Hos- 


pital School of Anesthesia, Balti- 
more; member of A.A.N.A. in 
good standing since 1947; former- 
ly secretary-treasurer, vice-presi- 
dent and president of Massachu- 
setts A.A.N.A.; vice-chairman, 
New England Assembly, 1959; 
member of A.A.N.A. Convention 
Committee, 1959. 
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TRUSTEES REGION 2 


Nell M. Livengood (Atlanta, 
Georgia): Graduate of North 
Carolina Baptist Hospital School 
of Nursing, Winston-Salem; 
graduate of Charity Hospital 
School of Anesthesia, New Or- 
leans; member of A.A.N.A,. in 
good standing since 1947; has 
served as trustee, vice-president 
and president of the Georgia As- 
sociation ; secretary - treasurer of 
Southeastern Assembly; member 
of several state, regional and na- 
tional committees. 


Mary Frances Smith (New Or- 
leans, Louisiana): Graduate of 
Hotel Dieu School of Nursing, 
New Orleans; graduate of Long 
Island College Hospital School of 
Anesthesia, New York; member 


-of A.A.N.A. in good standing 


since 1939; Chairman, Publicity 
Committee and President of the 
Louisiana Association; chairman, 
Revisions Committee and chair- 
man of Southeastern Assembly ; 
chairman, A.A.N.A. Planning 
Committee, 1958-60. 
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TRUSTEES REGION 3 


tin, 
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Mabel E. Courtney (Detroit, 
Michigan) : Graduate of the Grace 
Hospital School of Nursing and 
the Grace Hospital School of An- 
esthesia, Detroit; member of 
A.A.N.A. in good standing since 
1936; member of many commit- 


tees and past president of Michi-. 


gan A.N.A.; many committees 
of A.A.N.A.; Board of Trustees 
of A.A.N.A.; and second vice 
president and first vice president 
of A.A.N.A.; active in Grace Hos- 
pital Alumni and director of 
school of anesthesia, Grace 
Hospital. 


ti 


Annelle Gobers (Springfield, 
Illinois) : Graduate of St. Francis 
Hospital School of Nursing, Hart- 
ford, Conn.; graduate of Barnes 
Hospital School of Anesthesia, St. 
Louis; member of A.A.N.A. in 
good standing since 1950; pro- 
gram chairman, Illinois A.N.A., 
1957 and 1959; represented IIli- 
nois Association, Anesthesia Sec- 
tion, Illinois Maternal and In- 
fant Welfare, 1957-60; member 
A.A.N.A. Exhibits Committee, 
1958; vice-chairman, Tri-State 
Assembly, 1959. 


Clare L. Newill (Milwaukee, 
Wisconsin): Graduate of West 
Penn Hospital, Pittsburgh; grad- 
uate of Mercy Hospital School of 
Anesthesia, Pittsburgh; member 
of A.A.N.A. in good standing 
since 1943; secretary of Wiscon- 
sin A.N.A. 1955-57; president- 
elect, Wisconsin Association of 
Nurse Anesthetists, 1957. 
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Classified Advertisements 


NURSE ANESTHETIST—$500. New 
and Modern Surgery: unusually stron 

and well diversified Surgical Staff. 
Good opportunity in new 260-bed ex- 
panding hospital; college town loca- 


tion; good personnel policies; 40-hour. 


week; 7 holidays, hospitalization. Social 
Security. Apply: F. J. O’Brien, Ad- 


ministrator, Chambersburg Hospital, 


Chambersburg, Pa. 


WANTED: Nurse Anesthetist for 150 
bed hospital. Starting salary $6300 plus 
complete maintenance. 2 Nurse Anes- 
thetists in department. College Town. 
Excellent Personnel Policies. Apply: 
. W. Kenney, Administrator, Mary 


anning Memorial Hospital, Hastings, | 


Nebraska. 7 


REGISTERED NURSE ANESTHE- | 


TIST: For 61 bed General Hospital. 
Staff of two Nurse Anesthetists main- 
tained to compensate for call hours 


and weekends, Liberal Personnel Pol- 
icies. Full maintenance provided in | 


adjoining residence. Apply stating sal- 
ary expected to: Mar & aret Vopni, 
-R.N., Administratrix, Grafton Dea- 
coness Hospital, Grafton, N. D. 


ANESTHETIST — 330 bed voluntary 
General Hospital — not tax supported. 
Modern air-conditioned Surgical Suite. 
Excellent working conditions, Room 
and board available if desired. Staff 
consists of 6 Nurse Anesthetists under 
supervision of three Anesthesiologists. 
Salary open. Apply Decatur and Macon 
County Hospital, Decatur, IIl. 


REGISTERED NURSE ANESTHE- 
TISTS: 690 bed hospital, primarily 
Surgical, active Operating Suite. Integ- 
ral part of. developing 236 acre Detroit 
Medical Center. Salary commensurate 
with qualifications. Liberal Personnel 
Policies. Write or call Personnel Direc- 


tor, Harper Hospital, Detroit 1, Mich. 


NURSE ANESTHETIST —Night 
Surgery call only. 5 nights per week— 
no OB—liberal vacation—2 pension 
plans and Social Security — Hospital- 
ization free. Location Northeast Flor- 
ida. Apply Box B-46, Journal Ameri- 
can Association of Nurse Anesthetists, 
Prudential Plaza, Suite 3010, Chi- 


cago 1, 


ANESTHETISTS: Charleroi- Mones- 
sen Hospital (General, 199 beds and 
36 bassinets), North Charleroi, Pa. 
(HU 3-5561). Salary $475-$550 with in- 
crements, sick leave, holidays, four cal- 
endar weeks paid vacation annually, 
Social Security, etc. Call or write 
Administrator. 


NURSE ANESTHETIST, Male or 
Female, needed immediately for 30 bed 
hospital. The hospital is new, accred- 
ited by the J.C.A.H. and licensed by 
the state. Salary open, plus additional 
compensation for call. The area offers 
golf, water sports, hunting, skiing and 
many social activities. Fine schools, 
both public and parochial. Apply Eu- 
gene W. Pray, Administrator, Colum- 


bia Basin Hospital, Ephrata, Wash. 


NURSE ANESTHETISTS (4) —To 
increase present staff. Accredited 500 
bed hospital in University town. Ex- 


cellent salary; liberal Personnel Pol- — 


icies. Write Administrator, St. Joseph 


Mercy Hospital, Ann Arbor, Michigan. — 


ANESTHETIST: 100 bed General 
Hospital needs second Anesthetist. Al- 
ternate call. Six paid holidays, paid 
vacation, hospitalization insurance, and 
many other benefits. Beginning salary 
$500 plus full maintenance. Opportu- 
nity for advancement. Hospital is lo- 
cated in community of 20,000 people 
and is 85 miles South of Memphis. 
Contact Administrator, Helena Hospi- 
tal, Helena, Ark. 7 
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NURSE ANESTHETIST—61 bed 
hospital with new addition in progress. 
Located in the Shenandoah Valley and 
Blue Ridge Mountains near Richmond, 
Virginia and Washington, D. C. Inex- 
perienced salary $450 per month with 


raise in 16 mos. and yearly thereafter. 


Experienced $475 per month and raise. 


Shoes and uniforms furnished. Excel- 


lent staff. Contact: Administrator — 
Waynesboro Community Hospital, 
Waynesboro, Va. 


NURSE ANESTHETIST — 500 bed 


hospital. Anesthesia Department con- 
sists of three M.D. and thirteen Nurse 
Anesthetists. Write to Medical Direc- 
tor, Crawford W. Long Hospital, At- 
lanta, Georgia. 


another Anesthetist. 


NURSE ANESTHETIST — 225 
bed General Hospital, suburban De- 
troit area. Salary $480.00 per month, 
with increases to $524.00. Blue 
Cross - Blue Shield, Social Security, 
retirement plan, group insurance 
available. Reasonable living accom- 
modations available. Apply: 
Administrator 
Wyandotte General Hospital 
Wyandotte, Michigan 


2 NURSE ANESTHETISTS. 275 bed 


hospital. Start $500.00 per month and 
maintenance, Emergency call every 5th 
day. Department directed by Anes- 
thesiologists. Apply St. Frances Hos- 
pital, Monroe, La. 


OPENING available Oct. 1960 (for 
Nurse Anesthetist) for 30 bed hospital 
in small Northeastern Oregon com- 
munity. Low surgical volume and no 
OB allows time for personal activities 
or other hospital duties with additional 
pay. This is an ideal situation for a 
married woman or an older person 
wanting to slow down or avoid heavy 
work schedules. 3 weeks vacation. Sal- 
ary open. Apply Administrator, WAL- 
LOWA MEMORIAL HOSPITAL, 
Enterprise, Oregon. 


Allen, 
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NURSE ANESTHETIST: for part 
time. Very few night calls, small OB 
Service; all types of inhalation anes- 
thesia. 50 bed hospital, Valley of Vir- 
ginia. Apartment available. Attractive 
for semi-retired CRNA. Apply Ber- 


dena M. Morey, C.R.N.A., Shenandoah 


County Memorial Hospital, Wood- 
stock, Virginia. 


NURSE ANESTHETIST — 70 bed 
general accredited hospital in Montana 
College Town. Average 20 hour work 
week. No OB. Call time shared with 
Starting salary 
$500 per month plus complete main- 
tenance. Liberal Personnel Policies 
and vacation. Apply Don Showman, 
Administrator, P. O. Box 1391, Havre, 


- Montana. 


NURSE ANESTHETIST to complete 
staff of five for 268 adult bed hospital, 
expanding to 500 soon, located near 
business district, Akron, Ohio. Sur- 
gery and OB. No call except relief. 
Forty hour week, extra for overtime. 
Four weeks vacation after year. Quali- 
fications and experience govern salary 
offer. Apply: Administrator, St.. 
Thomas Hospital, 444 N. Main St., 
Akron 10, Ohio. | 


NURSE ANESTHETIST: 364 bed 
General Hospital being enlarged to 500 
beds. Want to enlarge present staff of 
one M.D. plus 7 Anesthetists. Salary 
from $400 to $500 per month, plus ex- 


tra bonus payment per case on cal! 


duty and retirement and sickness bene- 
fits. New air conditioned Operating 
Rooms. Apply Chief, Department of 
Anesthesia, York Hospital, York, Pa. 


REGISTERED NURSE ANESTHE- 
TIST — Female, fully accredited mod- 
ern 150 ked hospital, department di- 
rected by Chief of Surgery. Starting 
salary $500 plus 2 weeks vacation, 
health insurance, sick leave, Social 
Security and group life insurance, paid 
educational leave. Apply to Homer E. 
Administrator, Clinch Valley 
Clinic Hospital, Richlands, 


August, 1960 


WANTED: Nurse Anesthetist—25 bed 


fully approved General Hospital, ex- 
cellent working conditions, salary open 
—Contact: Administrator of A. C. H. 
Hospital, Shawnee, Okla. 


NURSE ANESTHETIST (Female) 
for 130 bed hospital 30 mins, from 
- ocean beaches, 2 hours from 3 metro- 
politan areas. Call one night a week 


and every third weekend with usually 


light load of emergency work. Anes- 

thesiologist in charge. Starting salary 

$450 per month with room and board 

furnished. Contact: W. P. Portz, M.D., 

— Memorial Hospital, Milford, 
el, 


NURSE ANESTHETIST, Male or 
Female, for hospital on Staten Island, 
N. Y., excellent conditions. Write: Box 
B-44, Journal American Association of 
Nurse Anesthetists, Prudential Plaza, 
Suite 3010, Chicago 1, Ill. 


75 BED GENERAL HOSPITAL, 
College Town, small Western State, 
needs third C.R.N.A. No Obstetrics. 
Double schedule 5 days. Off every third 
day. Salary open. Must be capable in- 
tubating and managing all types of 
Generai Anesthesia without supervi- 
sion. Apply: Box B-51, Journal Ameri- 
can Association of Nurse Anesthetists, 
- Prudential Plaza, Suite 3010, Chicago 
1, Illinois. 


NURSE ANESTHETIST for 604 bed 
- General Hospital, no Pediatric Depart- 
ment, 40 hour week, plus overtime, 
salary open, generous employee bene- 
fits. Apply Personnel Office, Akron 
City Hospital, 525 E. Market St., Akron 
9, Ohio. 


OPENING for Registered Nurse An- 
esthetist. University City, population 
100,000. New 175 bed hospital, 2 M.D. 
Anesthesiologists and 4 R.N.A.’s now 


in department. Day off after call. Sick | 


leave, 2 weeks vacation to start. Retire- 
- ment plan and other benefits. Congenial 
working conditions. Begin $500.00 per 
month. Contact Dr. Francis or Dr. 
McGowan, Centra! Baptist Hospital, 
Lexington, Ky. 
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WANTED: NURSE ANESTHE- 


-TIST to join staff of four Physicians 


and three Nurse Anesthetists in lower 
Connecticut. Prevailing Connecticut 
salary — liberal vacation and sick leave. 
Reply Box B-50, Journal American 
Association of Nurse Anesthetists, Pru- 
dential Plaza, Suite 3010, Chicago 1, IIl. 


NURSE ANESTHETISTS — Imme- 
diate openings for qualified Registered 


_ Nurses in 450 bed short term General 


Hospital with active Surgical Program. 


Opportunity to associate with three 


board certified Anesthesiologists. Sal- 
ary commensurate with experience and 
training. Extra work available if inter- 
ested. Write furnishing outline of ex- 
perience to Director of Anesthesia, 


Delaware Hospital, 501 W. 14th St., 


Wilmington 99, Del. 


NURSE ANESTHETIST for active 
Obstetrical Department, university af- 
filiated, 250. bed teaching hospital. 200- 
225 deliveries per month. Rotation of 
day and night work, weekends and. 
holidays. Coverage shared by three 
Anesthetists. Liberal benefits including 
sickness and accident insurance, retire- 
ment program. Inquire: Highland Hos- 
pital, Rochester, N. Y. 


NURSE ANESTHETIST for fully 
accredited, 140 bed hospital in South- 
west Virginia. Air-conditioned Oper- 
ating Rooms. Standard Personnel Poli- 
cies and Social Security benefits. Salary 
$450.00, adjusted to experience, and 
maintenance allowance. C. B. Hale, 
Administrator, Johnston Memorial 
Hospital, Abingdon, Va. 


NURSE ANESTHETIST — Salary 
$4,680-$5,880 annually, Extra pay when 
on call. 40 hours weekly. Four weeks 
vacation. One easy night call every two 
weeks, One easy weekend on call every 
two months. Modern air-conditioned 
Operating Rooms. Please state training 
and experience when applying. Mem- 
ber or eligible for AANA. Apply Dr. 
John C. Snow, Massachusetts Eye & 


Ear Infirmary, Boston, Mass. 


vo 


Abi 
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ORAL SURGERY CLINIC has posi- 
tion open to Nurse Anesthetist. Pleas- 
ant, well-equipped facilities with 
Registered Nursc staff. Five day week, 
Monday through Friday; hours 8:00 to 
3:30. No holiday or call duty. Annual 
vacation and bonus benefits. Would 
consider morning only if desired. Sal- 
ary open. Meramec Oral Surgery 
Group, 117 N. Meramec Ave., Clayton 
5, Missouri. 


NURSE ANESTHETIST to complete 
staff of three for 100 bed General Hos- 
pital, fully accredited, newly remodeled, 
located 25 miles from Pittsburgh, Pa. 
Excellent working conditions and sal- 
ary. For further information write to 
Miss Ann C, Caldwell, Administrator, 
Memorial Hospital, Monongahela, Pa. 


WANTED: NURSE ANESTHE- 
TISTS for Obstetrical Service. Start- 
ing salary $500. Write: Box B-54, 
Journal American Association of Nurse 
Anesthetists, Prudential Plaza, Suite 
3010, Chicago 1, IIl. 


POSITION OPEN for AANA mem- 
ber to complete present staff of 3 
Anesthetists and 1 Anesthesiologist. 
Accredited 160 bed hospital. General 
and Obstetrical - Anesthesia coverage. 
For further information write M. L. 


Wieland, CRNA, Midland Hospital, 


4005 Orchard Dr., Midland, Mich. 


NURSE ANESTHETIST: Starting 
salary — $4,850 with yearly increments. 
40 hour week. Liberal pension, vaca- 
tion, Social Security. QUEENS HOS- 
PITAL CENTER, 82-68 - 164th St., 
Jamaica 32, N. Y. 7 


NURSE ANESTHETISTS — 300 bed 
hospital, air-conditioned Operating 
Rooms. Shift differential bonus, liberal 
sick time and vacation policy. 40 hour 
week including call hours. Supervised 
by 3 M.D. Anesthesiologists. Apply 
Personnel, New Britain General Hos- 
pital, New Britain, Conn. 
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WANTED: Registered Nurse Anes- 
thetist for completely new 150 bed air 
conditioned hospital. Vacation, sick 
leave, social security. 1 hour drive 
from Atlantic Ocean beaches and Nor- 
folk, Va. Pleasant working conditions 
— write or call Mrs. Mattie A. Foster, 
C.R.N.A., Albemarle Hospital, Inc., 
Elizabeth City, North Carolina. 


NURSE ANESTHETIST — for anes- 
thesia department comprised of 4 
M.D.’s and 5 R.N.A.’s, Attractive and 
inexpensive living accommodations 
available. Salary $400.00 per month 
plus overtime while on call. Apply Mr, 
L. R. Currier, Assistant Director, Eliz- 
abeth General Hospital & Dispensary, 
925 E. Jersey St., Elizabeth, New 
Jersey. 


IMMEDIATE OPENING —for reg- 
istered nurse anesthetist to join a staff 
of 3 other R.N.A.’s in a 100-bed, fully- 
approved, 6-year-old, general hospital. 
New equipment furnished. Gross salary 


- exceeds $8,000 annually, 3 weeks paid 


vacation, Blue Cross, Social Security 
and other fringe benefits. Contact ad- 
ministrator, Hardin Memorial Hospi- 
tal, Elizabethtown, Kentucky. | 


NURSE ANESTHETIST — 600 bed 
general hospital, 25 miles from New 
York City. All Anesthesia Techniques. 
40 hour week includes call. 10 Holidays. 
30 days vacation. Salary open. Apply 
Irving Weinberg, M.D., Director of 
Anesthesiology, Meadowbrook Hospi- 
tal, Hempstead, L. I., N. Y. , 


THE UNIVERSITY HOSPI- 
TALS OF CLEVELAND 

SCHOOL OF ANESTHESIA 

ALUMNAE ASSOCIATION 

will not have their meeting dur- 

ing the A.A.N.A. Convention due | 
to the small number planning to 

attend. 3 


August, 1960 


IMMEDIATE OPENING — for 
Nurse Anesthetist, 230- bed hospital, 
liberal personnel policies, paid vacation 
and sick leave, starting salary — $550 
mo. Reply: Box M-77, Journal Ameri- 
can Association of Nurse Anesthetists, 
Prudential Plaza, Suite 3010, Chicago 
1, Illinois, | 


WANTED IMMEDIATELY — Two 
Nurse Anesthetists for expanding gen- 
eral hospital in Haverhill, Massachu- 
setts. New graduates $115 per week to 
start including meals and laundry. 
Others according to experience. New 
O.R. and Maternity. Good working 
conditions. Apply to Harold S. Wright, 
Jr., M.D., Chief of Anesthesia, Hale 
Hospital, Haverhill, Massachusetts. 


NURSE ANESTHETISTS: (2) for 
100 bed modern general hospital, Lo- 
cated 50 miles from Birmingham. 
Starting salary $600.00 plus meals and 
laundry. 14 days sick leave, 14 days 
- vacation and 7 holidays. Write: Bert 
V. Culwell, Administrator, Cullman 
Hospital, Cullman, Alabama. 


The THIRTY-SECOND QUAL- 
IFYING EXAMINATION for 
membership in the American Asso- 
ciation of Nurse Anesthetists will 
be conducted on November 12, 1960. 
The deadline for accepting com- 
pleted applications, including the 
transcripts, is October 1. Notice of 
eligibility will be mailed about 
October 10. 


Applications should be forwarded 
early enough to allow time to re- 
quest transcripts and have them re- 
turned to the Executive Office be- 
fore the deadline date. — 


NURSE ANESTHETIST — 250 bed 
general suburban hospital, 25 miles 
from Boston, excellent working condi- 
tions. Reply Box No. M-78, Journal 
American Association of Nurse Anes- 
thetists, Prudential Plaza, Suite 3010, 
Chicago 1, IIl. 


SAFETY 

| (Continued from page 241) 

with such devices is the occasional 
time when the wearer has both feet 
planted flat on the floor. We have not 
heard of any simple, easy, inexpensive 
way to achieve a safe conductive path 
from personnel to conductive floors. 


Some hospitals are adopting the 
practice of having all personnel wear 
conductive soled shoe covers. These 
are frequently washable. This pro- 
vides the proper conductivity and also 
provides greater cleanliness in operat- 
ing and delivery rooms by completely 
covering footwear. When wearing 
such easily discernible safeguards, 
both the wearer as well as the en- 
forcement person are much more 
aware and alert to possible hazards. 
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San Francisco Conventioneers! 


To save yourself waiting time in the ticket line ‘in the AANA booth in San 
Francisco, order your banquet tickets now. This advance sale of tickets will 
be discontinued on August 15. Money received after that date will be refunded 


by mail. 


Name 


Address 


City _ State 


Monday Night banquet tickets @ $6.00 


Wednesday Night banquet tickets @ $6.00 


Check enclosed $ 
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Contributions to the Journal should be typewritten, double spaced, on 
one side of white typewriter paper. The title of the article and the author’s 
name and title should appear at the top of the first page. Hospital or university 
affiliation, and the place and time when the paper was presented to a group 
should be included in a footnote on the first page. 


Articles for publication in the Journal of the American Association of 
Nurse Anesthetists are accepted with the understanding that they have not 
been published or accepted for publication in other journals. 


Illustrations should be glossy prints. Each illustration should carry a 
number and the author’s name. Legends for illustrations should be typed on 
a separate page at the end of the manuscript. Tables should be prepared each 
on a separate sheet with the number and legend on the same sheet. Tables 
should not exceed one page under ordinary circumstances. The type size of 
the Journal page is 4 1/2 x 6 7/8 inches. HMlustrations should be adaptable to 
this size or one column width, 2 1/8 inches. 

References should be complete giving the full name of the author or authors, 
full title of the article, full title of the journal or book, volume number, 
page, month, date (when it applies) and year. The standard form of reference 
is included for the convenience of contributors. 
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Proofs will be sent to the author prior to publication. 


Manuscripts should be submitted to the Editor of the Journal of the Ameri- 
can Association of Nurse Anesthetists, Suite 3010, 130 E. Randolph St., 
Chicago 1, Illinois. <a 
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